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This thesis analyses the policy of curative health service delivery in North Darfur State, 
Sudan. Several authors have analyzed health service delivery issues, mainly focusing on 
controlling the spread of common diseases. No work has been done that focuses on the health 
policy aspect and its contribution to improving curative health service delivery, especially in 
areas affected by conflict since 2003. This study contributes to the body of knowledge on the 
nature and the evolution of health service delivery systems management, as well as policy 
implementation, thereby widening the discussion about the further projections of this field of 
study. 
The main purpose of this thesis is to investigate how to enhance the effectiveness and 
efficiency of curative health service delivery systems management, as well as policy 
implementation, in fostering socio-economic development in North Darfur State. The study 
focuses on how the national health system and national health policy of Sudan have been 
managed and implemented in North Darfur State.  
This thesis identifies the different health sectors, public, private and international NGOs, that 
provide curative health services in North Darfur State, and the difficulties that have been 
facing the population in accessing these health facilities. Investigations showed that curative 
health services are not adequate in the public sector, and that they are very expensive in the 
private sector. The exception is the NGO sector but it is not guaranteed to be sustainable in 
providing curative health services to poor and conflict-affected people.   
This thesis also identifies the mechanisms of health system management and policy 
implementation, by means of co-ordination and collaboration between the various 
government sectors, federal, state and district, in a decentralized system working in concert 
with international NGOs. The results show that there is poor co-ordination between the three 
levels of government, especially at district level, as well as poor collaboration between 
government and international NGOs, caused by government‟s lack of human and financial 
capacity.   
The potential for improvement in curative health service delivery are explored, particularly at 
district level. This is essential so that quality curative health services can be delivered to the 
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1.1 Background  
 
Throughout the world, people are trying to determine how best to organize health systems 
and deliver health services (Fulop et al, 2003:155; Lopez, 2008:1527). The way in which 
health systems are designed, managed and financed, affects people‟s lives and livelihoods 
(World Health Organization (WHO), 2000:2). Good health care is one of the central concerns 
of social development policy in both the developed and developing countries. A main feature 
of a health service is its delivery system, which varies across countries (WHO, 2000:1). 
Health systems in developing countries differ in size, organization, level of development and 
capability in attempting to deliver health services effectively and efficiently (Bhatia and  
Mossialos, 2004:177).  
 
Government officials in developing countries increasingly feel the pressure of budget 
constraints, accountability and higher public expectations in relation to public services. 
Officials need to develop, implement and evaluate policies and programs which address a 
range of pressing social and economic issues (Morse and Struyk, 2006:153). In order to 
address these issues, there is a need to increase research that can help to improve ways of 
organizing and delivering health services by all levels of government (Fulop et al, 2003:156). 
Recent research has identified numerous gaps and uncertainties regarding the mechanisms 
that influence the effectiveness and efficiency of health service delivery. Researchers suggest 
that further investigation is required in order to evaluate the effects of ongoing changes in the 
structure, financing, and staffing of health delivery systems (Mays et al, 2009:256). 
 
The World Health Organization states that the goal of a health system should be to aim at the 
delivery of effective curative 1  health care to a country‟s whole population, equitably and 
efficiently (Kruk and Freedman, 2008:264). In developing countries, health systems need to 
                                                                 
1
 Curative health care deals with cure or treatment of ill health as against preventive health      




undergo rapid change in order to meet the challenges of changing demographics, and patterns 
of emerging and re-emerging diseases, coupled with the rising costs of health-care delivery 
(WHO, 2006a:1). The governance of health systems, the financing of health care, human 
resource imbalances, and the accessibility and quality of health services all significantly 
affect the ability of health systems to deliver (WHO, 2006a:1). Additionally, developing 
countries face the following hurdles in the provision of health care:  a shortage of qualified 
staff, especially in rural areas; an inequitable distribution of health workers, with too few in 
remote rural areas; and poor motivation that is probably caused by low pay, poor supervision 
and support, and unsatisfactory working conditions (Chopra et al, 2008:668). Therefore, 
according to WHO, decision-makers at all levels need to appraise the variation in health 
system performance, identify factors which influence this and articulate policies that will 
achieve better results in a variety of settings (WHO, 2006a:1). 
 
Political conflict is a key social determinant of health services. Political conflict has a 
significant impact on health and health systems. Within a health system, conflict affects every 
element of its operation: policy formulation; human, material and financial resource 
availability; support and development; and the actual delivery of health services (Barnabas 
and Zwi, 1997:38). More data is needed to determine how conflict affects the provision of 
health services, and better evaluated strategies are needed to reduce inequity in health service 
delivery (Bornemisza et al, 2010:80). 
 
The collapse of the health system in a conflict-affected area, as in Sudan, makes it easier for 
disease to spread, and often such states cannot recover without outside assistance 
(Newbrander, 2007:6) Health system issues in conflict-affected areas, such as North Darfur 
State, where parallel services are essential for displaced people in camps, are becoming 
increasingly important. These issues include health financing in protracted crises; barriers to 
access due to user fees; and the need to integrate services within the formal health system 
(Spiegel et al, 2010:342). All these issues affect curative health service delivery, health 
systems, and policy management and implementation in North Darfur State. They are the 







1.2 Profile of the study 
 
1.2.1 Location and size  
The study area is constituted by North Darfur State. It is one of three states comprising the 
Darfur region of western Sudan, located in the north eastern part of Darfur at 12° – 20° north 
and  24° – 27° east, covering an area of 290,000 square  kilometres (see Figure 1.1). 
The state of North Darfur represents 12% of the total area of old Sudan2 and 57% of the area 
of the Darfur region. North Darfur State is bounded in the northwest by Libya, in the north by 
Northern State, in the east by Northern State and North Kordofan State, in the southeast by 
South Kordofan State, in the south by South Darfur State, and in the west by West Darfur 
State and the Republic of Chad (Ministry of Cabinet Affairs Secretariat General, 2008). 
 
                                                                 
2
 Sudan was split to two countries, Sudan and South Sudan in July 2011, but when I did fieldwork it 





         Figure 1.1 Locality of North Darfur State in Sudan  
 
1.2.2 Physical background  
North Darfur State includes part of the Marra Mountains. The climate varies from desert in 
the north, to semi-desert in the central part, to savannah in the eastern, southern and western 
areas. There are three geographic zones, ranging from the tropical lushness of Jebel Mara to 
the arid desert of the far north. In Jebel Marra rainfall is heavy and there is little danger of 
crop loss through drought. A number of great valleys (seasonal streams) drain from the 































Northern Bahr El Ghazal
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supply, encouraging permanent settlement and continuous development. The second 
geographic zone in the region is the goz (clay), or the southern savannah region. This vast flat 
and sandy region of dunes extending across central and southern Darfur and neighbouring 
Kordofan supports a wide variety of vegetation, from grass to trees, and ma ny food crops. 
The rainfall in the central goz is sufficient to support agriculture through the runoff that 
collects in transient surface drainage systems.  
 
In the transition zone between savannah and desert lies a third zone of sparse and variable 
rainfall. The climate of this semi-arid zone is marked by a prolonged dry spell of eight to 
eleven months a year. This is an important browsing and grazing area for both camels and 
sheep and is the home of nomadic camel pastoralists, as camels will not survive on land that 
is wet or muddy or where they may fall prey to biting flies. Thus the nomads of Darfur live in 
two different belts: the camel belt to the north on the edge of the desert and the cattle belt to 
the south on the edge of the rain-watered equatorial region. The need to access different 
ecological regions in different seasons dictates the nature of water, grazing, and cultivation 
rights, with joint rights over grazing and surface water but individual ownership of gardens 
and wells (Mamdani, 2009:9-11). 
   
 The region of Darfur consists of four main climatic zones. Firstly, the rich savannah in the 
south with an average rainfall between 400 and 800mm per year, where the rainy season 
varies between four and five months. Secondly, the poor savannah in the centre of the region 
with an average annual rainfall that ranges between 200 and 400 mm in a rainy season 
ranging between three to four months. Thirdly, the arid zone which occupies the middle of 
the northern parts of the region.  The rainfall in this zone is limited, with high fluctuations 
and ranges from 100 to 300mm. The fourth zone is the desert zone and it is characterized by a 
lack of rainfall and high temperatures during the summer (Fadul, 2004:34).  
1.2.3 Population background and their activities   
North Darfur State is home to more than 80 tribes and ethnic groups divided between nomads 
and sedentary communities. The people of the region are divided into two main ethnic 
groups: those who are of Arab origin, and the local non-Arab population. These follow 
perfectly the ethnic lines of the population‟s subdivision:  the Arabs, who are mainly 
nomadic, are either cattle or camel herdsmen, whereas the non-Arab indigenous people, with 




North Darfur State‟s population in 2008 reached 2 260 262, according to information 
gathered from the census of 2008 (Central Bureau of Statistics, 2008). Eighty percent of the 
population are practising agriculture and herding. The state possesses huge quantities of 
livestock wealth in the form of cattle, sheep and goats. In the field of agricultural production, 
the State produces millet, sorghum, Arabic gum, sesame seeds, and Sudanese beans in 
addition to different kinds of fruits. Other economic activity is comprised of handmade 
traditional industries and leather production.  
 
The conflicts between tribes in Darfur are historical features of the society and stem from the 
strong competition for natural resources and grazing. The economic situation of most of the 
people, who work either in agriculture, which needs stability, or in herding which requires 
nomadism, created a tension which resulted in clashes and fighting. These kinds of clashes 
were traditionally solved by means of social, respectful and reliable mechanisms by tribal 
leaders without any government interference. 
 
The State experienced drought and famine which resulted in widespread loss of life and 
occurred in 1913-1914 and more recently in 1984-1985. Since this latter period there have 
been cyclical periods of drought, which have gradually eroded traditional coping mechanisms 
(Sadler and Taylor, 2004:1), and increased the conflict between pastoralists and sedentary 
farmers and, ultimately, between the rebel groups and government. This is due to the 
marginalization of the region which began in 2003 and which has increased people‟s needs 
regarding health issues. 
 
Drought and conflict in turn have increased the spread of diseases amongst the poor and the 
government has been unable to provide quality curative health services to them. Therefore, 
according to Rubenstein (2009:12), the massive civilian death toll in the Darfur conflict is not 
from direct conflict but from a secondary chains of events. These include: disease; 
malnutrition or other forms of vulnerability stemming from destruction or damage to water 
supplies; power and sanitation systems; physical displacement; the suspension of prevention 
programs and disease surveillance; the flight of health workers; the destruct ion of health 




Similarly to other parts of Darfur, North Darfur State suffers from underdevelopment. 
However, the ecological degradation and the intervention of neighbouring countries during 
the Cold War era and currently has had a serious impact on North Darfur State and on Darfur 
in general. The shortage of water for people and animals is the worst. The majority of the 
labour force is unemployed, and poverty and unemployment have in the past led to serious 
security hazards, to the  extent that banditry crimes were common in all parts of Darfur in the 
last two decades. No vehicle could travel from one town to another without being escorted. 
Internal Sudanese political rivalries aggravated the conflict.  
 
The Sudanese government could not contain this conflict in the early stages, and when the 
government forces become involved, it was difficult to control them. The war took on a tribal 
dimension from early 2003 (Hamed, 2004:4) between Arab militias and the government on 
one side, and rebel groups on another side. This led to mass killing, internal displacements, 
and the flight of refugees to the Republic of Chad. All of these factors resulted in the majority 
of the population of North Darfur State living in economic poverty and suffering from the 
heavy burden of disease.   
1.3 Health issues in North Darfur State  
According to Spiegel et al (2010:342) Sudan is in the medium human development index 
category, but people living in Darfur and southern Sudan are estimated to have a far lower 
life expectancy than the national average. Infectious diseases and neonatal disorders remain 
the largest cause of increased mortality in conflict settings as a result of low incomes and low 
life expectancy.  
In Darfur significant disparities are evident in the geographic distribution of health facilities. 
Many rural areas are underserved by the health system. Health centres and hospitals are 
clustered in towns and cities (WHO, 2006a:44). The United Nations Population Fund 
(UNFPA) (2006:22) argues that the access to healthcare in Darfur is inadequate to meet the 
population‟s needs. UNFPA, WHO, the Sudan Federal M inistry of Health, and the North 
Darfur State Ministry of Health are working together to increase the availability of health 
services; develop guidelines for improved medical response and to strengthen the capacity of 
service providers. For example, the number of health specialists in Khartoum State are 1 114, 
and serve 5 425 727 people; while the number of specialists in all other three Darfur States 
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(North, South and West) are only 63, and serve 7 733 228 people (Central Bureau of 
Statistics, 2008).   
 
In North Darfur State, the effects of the conflict on health and the population have 
undoubtedly been significant. Health services, not well-developed even before the war, have 
deteriorated further over the two decades of conflict. Currently, health services in the conflict 
areas are mostly supported by international humanitarian agencies (WHO, 2006a:8).  
According to WHO (2004a:4-5) in North Darfur State, the health system is too weak and 
services are too under-resourced to support a targeted reduction in the disease burden, and to 
achieve universal access to improve people„s health by controlling outbreaks of diseases, 
such as malaria and diarrhoea.    
 
North Darfur State is considered to be one of the weakest states in Sudan due to the lack of 
human, financial and natural resources.  There is a shortage of both government and private 
sector health facilities to serve the people who have been affected by conflict. In North 
Darfur State, the number of people who are affected by conflict is estimated to be about 1.5 
million or 75% of the total population which includes approximately 500 000 Internally 
Displaced Persons (IDPs) (United Nations) (UN), 2008:1). These people are living in camps 
in the vicinity of large towns such as El Fasher, the capital of North Darfur State, and live in 
poor conditions, with outbreaks of diseases, such as malaria and diarrhoea a constant threat 
(World Bank, 2003:53). In Darfur, the sick have to travel an average of 35 km to find a 
doctor or a health dispensary. Secondary and tertiary health care is practically non-existent 
beyond the state capitals (Phillips, 2008:16). Consequently, the curative health delivery 
system in North Darfur State has not been able to cope with the rising need resulting from the 
rapid growth of civil and political conflicts. The health system has not been able to control 
outbreaks of malaria, and diarrhoea, and neither have health services been able to meet the 
needs of the vulnerable, such as women, children and the elderly.  
In Darfur several types of emergency are interrelated. The internal displacement of 
populations caused by conflict and population movements due to drought has resulted in a 
strain on public health services and an inability to maintain adequate hygiene practices, and 
this has triggered frequent epidemic disease outbreaks, such as malaria and diarrhoea, leading 




In North Darfur State, the political conflict forced people from their villages into fragile and 
poorly organized settlements and camps, putting pressure on already meagre household and 
community resources and basic services. With resources stretched to the limit, the health 
situation of both residents and IDPs became extremely precarious (WHO, 2004a:4-5). As a 
result of overcrowding, due to the conflict and limited access to health care, there was a 
serious risk of disease outbreaks, particularly diarrhoea, cholera, dysentery, malaria, polio, 
measles, and meningitis. The quality of the health services suffered from a lack of water, 
electricity, basic supplies, unhygienic conditions, and the lack of skilled personnel. This 
situation led to international and local NGOs intervening and supporting the State Ministry of 
Health in their task of improving the health situation of the population affected by the 
conflict. 
 
According to the State Ministry of Health (SMoH) Survey Report (2008), outbreaks of 
disease are frequent in districts because of poor health facilities at this level. Additionally, 
North Darfur State experiences some of the most widespread poverty, marginalization and 
displacement on the continent, and environmental factors and degradation, due to the conflict. 
The most prevalent diseases in North Darfur State are diarrhoea, malaria, inflammation of the 
respiratory system, malnutrition-related diseases effecting children, women‟s reproductive-









Figure 1.2 The most prevalent diseases in North Darfur State.  
Source: State Ministry of Health Survey Report, December 2010.    
 
As can be seen, the three most widespread diseases in North Darfur State are diarrhoea 
(30.3%), malaria (26.6%), and acute respiratory infection for children (22.3%). In North 
Darfur State, WHO estimated the crude mortality rate to be about three times the expected 
rate for Africa. Deaths resulting from diarrhoea, malaria and respiratory infections can also 
reflect poor access to, or poor quality of, curative health care. 
1.3.1 Diarrhoea  
According to WHO (2004b: IV) Report Diarrhoea is a major cause of death among children 
under five years of age. In North Darfur State, it resulted in 24% of deaths of children below 
five years while among adults between 15 and 49 years of age, injury or violence accounted 
for 44% of deaths. According to a SMoH Report (2009), diarrhoea accounts for 31% of 
hospital admissions of children below five years of age in North Darfur State. Deaths due to 
diarrhoea are likely to reflect poor environmental sanitation which occurs due to conflict 
(WHO, 2004b: 26). The incidence of diarrhoea rises during the rainy season, especially after 
heavy rain, which leads to an increase of flies and insects and pools of stagnant, polluted 




Malaria is the leading cause of morbidity and mortality in Sudan in general and in Darfur in 
particular. It is assumed that symptomatic malaria accounts for 20-40% of outpatient clinic 
visits and about 30% of hospital admissions (El Sakka, 2005:4). Almost 90% of all malaria 
cases are caused by falciparum malaria, which causes the most severe form of the disease and 
results in the most deaths related to malaria (El Sakka, 2005:4). It is estimated that 75% of 
the population (37 million) are at risk of endemic malaria while the remaining 25% may be 
subject to malaria epidemics (WHO, 2007a:36 and 40). 
 
The incidence of malaria and its transmission increases from North to South. The northern 
area of North Darfur State is situated in the Sahara desert, which is characterized by low 
rainfall, whereas the southern area is characterized by more recurrent transmission and 
consequently people there are expected to have higher immunity. Therefore, people moving 
from areas of low transmission to areas of higher transmission in North Darfur State will be 
exposed to high malarial transmission when other favourable conditions for mosquito vecto rs 
are present, such as stagnant water, excessive rainfall and floods.  
 
According to the SMoH Report (2010) in El Malha district, which is located in the north of 
North Darfur State, there is no malaria in the district because the rainy season is very limited; 
it ranges between four to six weeks only. Even during this time, there was no incidence of 
malaria among the population, but there was diarrhoea during the rainy season. The opposite 
situation occurs in the Dar El Salaam district, which is located in the southern part of the 
State, where malaria is the leading cause of morbidity and mortality, especially among 
children and pregnant women.  
1.3.3 Other common diseases   
The most common diseases in North Darfur State, which affect children especially, are 
waterborne- and sanitation–related. There is typhoid and schistosomiasis. These diseases can 
be prevented or reduced with the provision of improved water and sanitation services. 
According to the SMoH Report (2010), vaccination statistics showed that only 28% of the 
population were vaccinated. Malnutrition is also a major cause of death in humanitarian crisis 
situations; in North Darfur State it occurs at a high level in both urban and rural areas, 




According to Michael and Gary (2005:14), United Nations Children's Fund (UNICEF) 
reported that the infant mortality rate in North Darfur State before the conflict was given as 
61/1000 live births. The maternal mortality rate was 700 /100 000 of live births and was well 
above the national rate of 509 /100 000 in Sudan. At the height of the crisis, overall mortality 
rates in excess of 2.5/10 000 per day were measured. The high level of mortality in Darfur 
was the result of two separate, if connected, causes: rapid environmental degradation, 
especially in North Darfur, and political violence. There has been an increasing need for 
curative health services in North Darfur State which lacks the financial and human capacity 
to deliver quality health services, to manage a health system and to implement health policy.  
This study investigates these matters.   
  
1.4 Research objectives  
The specific objectives of this study are: 
1. To gain a comprehensive understanding of the curative health delivery system in North 
Darfur State.  
2. To explore the main challenges currently affecting the curative health service delivery 
system in North Darfur State.  
3. To analyze the co-ordination and collaboration between the federal government, local 
government and NGOs in managing and implementing curative health policy in North 
Darfur State. 
4. To discuss further mechanisms of curative health service delivery in order to assist 
decision makers in North Darfur State.  
 
This investigation is limited to an analysis of curative health service delivery in North Darfur 
State and, as such, the preventative health services have not been included in the scope of the 
study.  
1.5 Research methods and methodology  
Both quantitative and qualitative research methods were used. A general understanding of 
government health policy, the health system in Sudan,  and the management and 
implementation of curative health policy in North Darfur State, was drawn from official 
documents and reports. The review of the literature included a review of modern health 
paradigms and of international health programs and strategies such as Brinkerhoff and 
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Crosby‟s (2002:25) framework for policy implementation. This  helped in identifying forms 
of health service delivery system management and policy implementation to improve health, 
by considering all the major determinants: health facilities and infrastructure; health services 
resources (human and financial); structures of health service delivery systems; and type of 
collaboration and co-ordination between stakeholders to implement health policy. 
Documentation was collected from different sources including government offices and 
medical organizations, as well as from libraries, and academic and research institutes in 
Sudan. 
 
Quantitative data were derived from health statistics, both nationally and internationally, 
including the Federal Ministry of Health (FMoH) in Khartoum; the State Ministry of Health 
in El Fasher; the Central Bureau of Statistics in Khartoum and El Fasher; international NGOs; 
WHO; the UN; and the World Bank.  
The research methods included observation, recordings and open interviews. The researcher 
visited health facilities in the field and took notes, extensively interacting and discussing the 
issues with health administrators and professionals working in health facilities. A check list 
of items and themes was prepared in order to examine: curative health service provision; the 
physical condition of health facilities and equipment; and the management and monitoring 
practices of health systems and policy. Three health facilities from each category of 
government health facility (rural hospital, health centre and basic health unit) and one 
teaching hospital and one specialist hospital were investigated.  
 
Open-ended interviews with those involved in health system management and policy 
implementation at district, state, and federal level, and with international NGOs, were 
conducted in Khartoum and El Fasher from November 2010 to February 2011. The 
interviews served to obtain important information and insights into health system 
management and policy implementation processes. Semi-structured individual interviews 
were used as sources of data. Four sets of respondents were interviewed in order to collect 
data from administrators and professional people working in the curative health service field. 
One set of interviews was conducted with two administrators and two professionals at the 
FMoH in Khartoum. The intention was to capture their knowledge of how the curative health 




A second set of interviews was also conducted with ten administrators and ten professionals 
at State level in El Fasher, focusing mainly on those who work in the Ministry of Health and 
in large hospitals. As with the FMoH interviews, the intention, in this instance, was to capture 
their knowledge of how the curative health service delivery system and policy is managed 
and implemented, and to investigate how the co-ordination between all stakeholders involved 
in curative health policy and system management and implementation had been proceeding 
(see Appendix 2). 
 
The third set of interviews was conducted with seventeen professionals and eight 
administrators at district level in Malit, El Malha, Kutum, Kabkabeiya, El Towasha, El Tina 
and Dar El Slam. The interviews focused on those who have long experience and are 
involved in curative health policy management and implementation (see Appendix 3).  
 
The fourth set of interviews were conducted with fifteen administrators and professionals of 
NGOs who are working in curative health services such as Medecins Sans Frontieres 
(MSF.S), Medecins Sans Frontieres (MSF.B), Mercy Malaysian Organization and the Relief 
International Organization (see Appendix 4). 
Convenience sampling was used in identifying the interviewees at all three levels of 
government and in the NGO sector. There were a total of 64 interviewees, as shown in Table 
1.1 below. 
Table 1.1 Interviewees involved in health system management and policy implementation in 
North Darfur State.  
Level Type of interviewees 
Professional Administrator Total 
Federal 2 2 4 
State 10 10 20 
District 17 8 25 
NGOs 10 5 15 
Total 39 25 64 
 
These interviewees were visited in their offices, homes and in public places. The international 




The guidelines of the questionnaires were translated into Arabic. All the government 
officials‟ interviews were conducted in Arabic and transcribed into English for analyzing, 
while interviews with some NGO officials were in English. Due to the conflict occurring in 
the State, most of the interviewees declined to have their responses recorded electronically; 
the exception to this were 11 responses (six interviewees from state level, three from district 
level, and four NGO representatives). Therefore, the researcher took notes o n all the 
interviewees‟ responses.   
1.5.1 Data analysis  
The interviews were transcribed and analyzed. According to Pope and Mays (1995:3) content 
analysis is a systematic examination of text (field notes) by identifying and grouping themes 
and coding, classifying, and developing categories. The data sets were approached with the 
aim of identifying, illustrating and analyzing the research questions. The data and information 
were treated as factual. While policy analysis has informed the interpretation, quantitative 
data was analyzed through simple cross-tabulations and charts developed with Microsoft 
Excel and Word. 
1.5.2 Reliability and validity 
Data were collected to achieve specific research objectives using triangulation3 methods. The 
results from different sources, both written and oral were substantiated by comparing data 
and thus enhancing the findings. These methods of varied data collection ensure the required 
degree of reliability and validity of the research. 
1.6 The challenges of this study  
The main challenge of this study was the lack of data. Statistics about mortality and 
morbidity are not available in hospitals because most deaths occur at home, and most people 
                                                                 
3 Triangulation is the act of combining several research methods to study one thing. These 
methods including: analytics, stakeholder interviews, interviews (face-to-face or phone as 
needs be), cultural probe (aka diary study), focus groups or workshops, secondary researc h 
(including an examination of market research data) quantitative survey and usability testing 




living in rural areas and IDP camps use traditional treatments. Even those who reach the 
public health facilities have not been registered because there are no effective information 
management systems in place.  If some data are nonexistent and difficult to  obtain, it may be 
questioned why such a study has been undertaken. The answer is that this seems to be the 
first time that such a study has been attempted in North Darfur State where there is a 
considerable need to address issues on health policy and management.    
 
In conducting interviews many obstacles and difficulties were experienced. Professionals 
such as doctors and top- level managers in the health sector, as well as international NGO 
representatives, had difficulty finding the time to complete the interviews. In some cases, 
appointments with these people were cancelled and had to be made time and aga in. Most 
interviewees, when they learned the purpose of the interview, suggested approaching another 
person, typically newly-appointed administrators in the State Ministry of Health. The top 
level of health directors usually became uncomfortable when asked to comment on the 
weaknesses of health system management and policy implementation, as well as on the poor 
health conditions in the country.  
 
Due to the conflict in North Darfur State, interviewees did not want to be involved in political 
issues. Therefore, they supported the government‟s views and avoided commenting on the 
lack of curative health service provision, on the weak health system management and on 
policy and implementation failures in the State. Interviewees working at the lower levels, in 
districts and international NGOs, were more critical. They spoke freely,  communicating their 
personal views and experiences, and discussed the difficulties and obstacles which they 
experienced. They also provided alternative sources of information to government reports.  
 
Challenges were also experienced with regard to the availability of certain data in the NGO 
sector, especially reports. This was because the government expelled 13 international NGOs 
from Darfur in early March 2009 (Wasabi, 2009:1068), for allegedly spying and, therefore, 
the NGOs officials feared supplying the researcher with any documents about their activities.  
 
1.7 Structure of the thesis    
Chapter Two provides a conceptual framework of public policy management and 
implementation, covering public policy, health policy analysis, policy implementation, and 
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public policy management in decentralized systems as well as the co-ordination and 
collaboration between government levels and NGOs in managing and implementing the 
health system and policy. Chapter Three focuses on understanding health service delivery 
systems and policy in Sudan and particularly in North Darfur State. Chapter Four analyses 
the provision of curative health services in the public, private and NGO sector, and the 
distribution of health facilities in North Darfur State. Chapter Five investigates the 
availability of human and financial resources for curative health service delivery there. 
Chapter Six determines intergovernmental relations between the federal, state and district 
levels in managing and implementing health systems and policy, while Chapter Seven 
explains the level of collaboration and coordination between government and NGOs in health 
service delivery in North Darfur State. Chapter Eight discusses possible improvements to 
delivering and managing curative health services there. The final chapter explores the 





















Public Policy Management and Implementation 
2.1 Introduction  
In addressing issues pertaining to health service delivery in North Darfur State it is necessary 
to provide an overview of approaches to public policy management and implementation.  
2.2 Public policy  
Anderson (1997:9) asserts that public policy is a purposive course of action followed by an 
actor or set of actors in dealing with a problem or matter of concern. This definition indicates 
that policies are created by key actors to address certain problems. According to Dye 
(2005:1), public policy is concerned with what governments do, why they do it, and what 
difference it makes. Fox and Meyer (1995:107) argue that public policy is driven by a 
commitment of government to improve living conditions of the community. It is important to 
note that public policy is comprised of authoritative statements made by legitimate public 
institutions about the way in which they propose to deal with policy problems. 
Public policy influences the ways in which society and governments respond to and think 
about issues that impact the health of communities. It is essential, therefore, that communities 
learn to understand the policy-making process. It is also critical that policy makers learn how 
to work with communities and to tap into the wealth of knowledge, exper ience and diversity 
that can help create better public policy (Dodd and Boyd, 2000:1). 
 
2.3 Health policy analysis  
 
Health policy analysis examines what a government‟s response has been in addressing health 
problems; in improving health services; in preventing health problems; and in stimulating a 
healthy population, especially in developing countries. Policy analysis means different things 
to different people. For some, policy analysis concerns policy content, while others argue that 
it focuses on policy context and process (Khan, 2006:110).  Alternatively, policy analysis 
could concentrate on the outcomes of policies or the effects that a policy has on people 
(Collins, 2005:193). The dominant focus of policy analysis in the health sectors of 
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developing countries has been largely technical, investigating which policies and 
interventions can most effectively address specific problems (Gilson, 2007:1). However, 
health policy analysis also describes the contextual factors, including political, economic, 
socio-cultural and demographic aspects, which affect the health policy process and its health 
outcomes directly and indirectly.  
 
Health policy analysis aims to substantially increase what we know about strengthening 
health system policies and interventions in ways which benefit those who are poor. It also 
aims to strengthen the capacity of partners to support local and global policy development 
through relevant, high quality, timely and well communicated research. New knowledge can 
be generated by combining the analytical frameworks of economics and policy analysis in 
order to help countries address not only the design of policies, but also their effective 
implementation. New insights into the policies and approaches to implementation which are 
likely to be effective in different contexts can be derived through cross-country comparative 
analysis (Gilson, 2007:1).   
 
A purpose of health policy analysis is to explain why certain health issues receive political 
attention and why others do not by enabling the identification of which stakeholders may 
support or resist policy reforms, and why. Health policy analysis can also identify the 
perverse and unintended consequences of policy decisions, as well as the obstacles that 
undermine policy implementation and so jeopardize national goals for improved health. In 
these ways, policy analysis supports more realistic expectations about the time-frames and 
nature of policy reform and can assist in enabling successful policy development and 
implementation.  It can also support the use of technical evidence in these processes. Health 
policy analysis is, in other words, not only of practical importance in public health, but is also 
a legitimate area of academic inquiry (Gilson et al, 2008:292). 
  
Harrington and Estes (2004:1-5) argue that health policy is designed to address problems or 
changes which need to be made, but that the key issues are initially identifying and 
understanding such problems and then following a model to direct or intervene in the public 
policy-making process. The major purpose of health policy is to enhance health or facilitate 
its pursuit by the public and the defining purpose of governmental health policy is to support 
the public in its quest for health. Khan (2006:9) states that public health policies in 
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developing countries tend to address infectious and common diseases such as malaria, 
tuberculosis and diarrhoea by following the biomedical4 model of health.  
 
EQUINET (2009:2) argues that health policy analysis investigates how and why national 
health policies achieve less than is expected, perform differently from what is expected, and  
succeed in either achieving their goals or failing. It focuses on understanding the forces 
influencing why and how policies are initiated, formulated, negotiated, communicated, 
implemented and evaluated. It includes particular consideration of the roles of actors or 
stakeholders in policy change, their use of power in the processes of policy change, the 
influences of rules, laws, norms and customs over their behaviour, and the influence of global 
interests and forces. Gilson (2007:1) argues that many policies and interventions do not 
achieve their goals or have unintended and unwanted consequences. Since the mid-1990s 
there have, therefore, been calls for work that applies policy analysis frameworks to better 
understand the political nature of the processes of policy development and implementation in 
developing countries. 
2.4 Policy implementation 
Policy implementation relates to actions which are carried out in terms of established 
policies. It refers to the process of converting human, financial, technical and material inputs 
into outputs, that is, goods and services (Makinde, 2005: 63). In policy implementation, the 
goals should be clearly defined and understood, resources made available, the chain of 
command be capable of assembling and controlling resources, and the system able to 
communicate effectively and control those individuals and organizations involved in the 
performance of tasks (Parsons, 1995: 464). Brynard (2005: 9) states that policy 
implementation is regarded as the accomplishment of policy objectives through the planning 
and programming of operations and projects so that agreed upon outcomes and desired 
impacts are achieved.  
 
According to Brinkerhoff and Crosby (2002: 23-24), policy implementation is similar to 
project or program implementation but on a broader scale. However, assuming that policy 
                                                                 
4 The biomedical model of health is used to bring down the number of morbidity and 
premature mortality. It focuses on the treatment rather than the prevention (WikiAnswers. 




implementation is simply project or program management writ large will lead reformers 
astray. Perhaps the most significant differences are the following: 
 Policy implementation is rarely a linear, coherent process (Brinkerhoff and Crosby, 
2002: 23). Projects and programs have a beginning and an end; there are specific 
time- lines; targets and objectives are clearly specified for each stage; and action 
strategies are defined to reach those targets. While policy statutes set objectives and 
goals, the policy implementation can often be multid irectional, disjointed, often 
broken up, unpredictable, and very long term.   
 No single agency can manage the policy implementation effort (Brinkerhoff and 
Crosby, 2002: 23). Programs and projects have program heads or project managers. 
But policy implementation needs the intensive actions of many agencies and groups, 
both outside, from civil society and the private sector, and within government. 
 Policy implementation creates winners and losers (Brinkerhoff and Crosby, 2002: 23). 
Programs and projects provide benefits to those they affect. When policies change, 
old groups may face difficulties and not benefit from that policy change, while new 
groups will benefit from it.  
 New policies generally do not come with budgets (Brinkerhoff and Crosby, 2002: 24). 
Policies have only promises of resources, especially at the start of the reform process. 
Making progress in policy implementation means creating new source of funds, 
identifying offered sources and potential of support, and negotiating for resource 
reallocation to carry on policy implementation.  
  
According to Brinkerhoff and Crosby (2002: 33), one of the most serious problems facing 
policy implementation is that reforms take several years or even decades to fully accomplish 
their objectives. If a country takes twenty years to fully implement reform, the government 
could change several times during the process. Therefore, given the length of time required 
and the changing nature of socio-political conditions in most countries, what is clearly 
required is a strategic outlook on policy implementation.  
 
 Makinde (2005:66) argues that policy formulation and implementation are not completely 
different stages of activities, and that there is no certain end to policy implementation. The 
problem facing developing nations mostly is not the problems of policy formulation but of 
policy implementation. According to Makinde (2005: 63) implementation problems occur 
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when the desired impact on the target beneficiaries is not achieved. Such problems are not 
restricted to developing nations. Wherever and whenever the basic critical factors that are 
crucial to implementing public policy are missing, there is bound to be a problem with 
implementation. These critical factors include communication, resources, dispositions or 
attitudes, and the bureaucratic structure. Other serious problems are those of bribery and 
corruption, which have contributed greatly to the failure of policy implementation in 
developing countries. Makinde (2005:64) argues that, stripped of all technicalities, the 
implementation problem in most developing nations is the problem of a widening gap 
between intentions and results. Another cause of an implementation gap is the failure of the 
policy makers to take into consideration the social, political, economic and administrative 
variables when analyzing policy formulation. In most developing countries, the planning of a 
policy is from the top-down. And, by implication, the target beneficiaries are not allowed to 
contribute to the formulation of the policies that affect their lives (Makinde, 2005:65). 
Effective policy implementation requires a good chain of command and a capacity to co-
ordinate and control the policy implementation (Parsons, 1995:465).   
 
According to Pearson (1986: 148-149), health policies in developing countries which are 
adequate and appropriate in meeting the basic needs of the people are not a simple matter of 
providing more expensive hospitals and doctors. The essence of any effective health policy is 
that it should be appropriate and relevant to local health care needs, incorporate services 
which are acceptable and accessible to the local population, and be feasible within existing 
physical and financial constraints. This means giving due consideration to a comprehensive 
definition of need, based on the epidemiology, demography and spatial distribution of the 
local population. 
 
According to Makinde (2005:69), for any government to be judged administratively 
competent, there must be evidence of bridging the gap between the intention of a policy and 
its actual achievement. Thus it becomes necessary for any policy maker in the government 
sector to take the issue of policy implementation seriously, even at the formulation stage. In 
order to be so: 
 (a) Target beneficiaries should be involved at the formulation stage in order for them to have 
an input regarding that which affects their lives;  
(b)  Attention should be paid to both the manpower and financial resources which will be 
needed to implement the policy; 
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(c) There must be effective communication between the target beneficiaries and the 
implementers of policy programmes; 
(d) The culture of discontinuing a policy once there is a change in government should be 
discouraged because even though governments come and go, administration is 
continuous. There should be continuity in policy except if the policy is found not to be 
useful to the target beneficiaries and; 
(e) Provision should be made for the adequate monitoring of projects, as poorly monitored 
projects will only yield undesired results (Makinde, 2005:69). 
 
Brinkerhoff and Crosby (2002:6) note that designing and having policies in place is relatively 
easy, but that managing their implementation is always challenging. Brinkerhoff (1996:1497) 
argues that policy implementation requires bringing together multiple agencies and groups to 
work in concert to achieve a set of objectives. Making these joint arrangements function 
effectively depends upon multi-actor linkages and co-ordination.   
2.4.1 Brinkerhoff and Crosby’s framework for policy implementation 
Brinkerhoff and Crosby (2002:25) adopted a framework for policy implementation through a 
set of tasks which include policy legitimization; constituency building; resource 
accumulation; organizational design and modification; mobilizing resources and actions; and 













Table 2.1 A continuum of implementation task functions  
Policy implementation                 Program implementation                  Project implementation   









 Mobilizing resources 
and actions 
 Monitoring progress  
 
 Program design 
 Capacity building for 
implementers 
 Collaboration with 
multiple groups and 
organizations  
 Expanding resources 
and support  
 Active leadership  
 
 Clear objectives  
 Defined roles and 
responsibilities  
 Plans/schedules  






Source: Brinkerhoff and Crosby (2002:25). 
 As Table 2.1 shows, the major emphasis of policy implementation is at the strategic end of 
the continuum. It also reveals the tasks of project and program management that are 
necessary for the operational tasks of policies once their components are translated into  
programmatic outputs. 
Legitimization and constituency building have proven to be essential; firstly, to bring 
suspicious public officials on board with reforms, and, secondly, to win over members of the 
health establishment who are not convinced of the need for change. 
In resource accumulation, in order to implement new policy, human, technical, material, and 
financial resources must be allocated. Low or unsustainable levels of financial resources are 
not the only problem. Many developing countries also suffer from a scarcity of skilled human 
resources, and a lack of sufficient resources for implementing policy change. 
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In organizational design and modification, the implementation of new tasks and objectives 
associated with policy reform will likely cause modifications by the implementing 
organizations. Organizational design poses several problems. With significant policy change, 
an agency can be affected in terms of its internal arrangements and in its relationship with its 
operating environment. Since successful actions by one entity may depend upon the 
implementation of complementary action by other agencies, there will be greater need for 
sharing information and resources. If policy change is to achieve results, then resources and 
action must be mobilized in the appropriate manner. This entails both planning and 
implementing. Monitoring the progress and impact of policy change will reveal transformed 
behaviours, greater or improved benefits to consumers, and more effective or efficient 
production and use of resources. 
This implementation task framework is useful for a number of purposes. Firstly, it can help to 
assess the progress of the policy implementation process at a given point in time, and it can  
identify  what steps need to be taken next and how long the process might take to accomplish. 
Secondly, the task framework may be used as a diagnostic instrument for pinpointing 
potential problems. Thirdly, the task framework can be of considerable assistance in mapping 
the implementation strategies. Fourthly, the framework‟s recognition of the sequential nature 
of policy implementation tasks makes it simpler to identify actions and their scheduling. 
Fifthly, the implementation task framework can be a valuable aid to policy managers in the 
development of more realistic and accurate indicators for monitoring progress towards the 
desired impacts of a policy. 
2.4.2 Types of policy implementation 
Approaches to policy implementation have been dominated by a debate as to whether 
decision-making is top-down or bottom-up, or a synthesis of the two (Walt et al, 2008: 312). 
Top-down approaches see policy implementation as a rational process that can be pre-
planned and controlled by the central planners responsible for developing policies. The 
requirements of implementation are presented as a generalized list of conditions, which if met 
will enable effective implementation. Policy implementation failure, seen in the gap between 
policy objectives and achievements, is therefore the result of failing to plan adequately for 
implementation (Walke and Gilson, 2004:1251). Top-down approaches consider how 
centrally defined goals are implemented in complex systems by statutory or voluntary 
mechanisms such as intra-governmental coordination, and agreement on objectives and 
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appropriate sequencing (Schneider et al, 2006:52). According to Walker2 and Gilson 
(2004:1251), this perspective also emphasizes the need to understand implementation systems 
and the actors responsible for implementation in order to understand why policies do not 
achieve expected outcomes. For some, the gap between objectives and outcomes is a 
demonstration of how policy is recreated through the process of implementation, rather than 
an implementation failure; developing inter-personal competence and trust within 
organizations is necessary to strengthen implementation. According to Matland (1995:146), 
top-down supporters see policy designers as the central actors who concentrate their attention 
on factors that can be manipulated at the national level. 
 
According to Walker and Gilson (2004:1251-1252),  bottom-up theories are generally judged 
to have particular relevance to the delivery of social services such as health care because 
those providing these services must exercise discretion in taking decisions which allow them 
to respond effectively to variable client needs. Additionally Schneider et al (2006:52) argue 
that bottom-up perspectives focus on the extent to which central mandates are implemented 
in practice and often highlight the many ways in which sub-national and local actors adapt or 
distort policy in favour of their own interests. Matland (1995:148-149) argues that local 
service deliverers have expertise and knowledge of the true problems and are, therefore, in a 
better position to propose purposeful policy and to implement it. That service deliverers 
ultimately determine policy is a major tenet of bottom-up models. Therefore supporters of the 
bottom-up model emphasize target groups and service deliverers, arguing that policy is really 
made at local level. Most implementation problems stem from the interactions of a policy 
within micro- level institutional settings. Central planners can only indirectly influence micro-
level factors. Therefore, there is wide variation in how the same national policy is 
implemented at local level. Under these conditions, according to the view of the supporters of 
the bottom-up approach, if local- level policy implementers are not given the freedom to adapt 
the program to local conditions, it is likely fail (Matland, 1995:148). 
 
The top-down and bottom-up perspectives in policy implementation contain kernels of truth 
(Matland, 1995:171). For example, EQUINET (2008:2-3) argues that health policies are often 
challenged by the common practices and hierarchies within health systems, including 
decisions over who gets access to health services, as well as what types of care are offered to 
different people and groups. Weak communication in health systems is often attributed to 
unrealistic expectations about the role of community members – especially the marginalised– 
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in local decision-making structures intended to facilitate local influence over health. Such 
learning from applying policy analysis can be used to address and overcome weaknesses that 
undermine equity in both the development and implementation of policy. 
 
Elements of the two major approaches are considered by including signals from both the top-
and bottom levels. Kickert et al (1997:8-9) argue that the „top-down‟ policy approach usually 
fails because there is too little local discretion, since local actors are excluded from policy 
formation and resources are lacking. Public policies and governance can be improved by 
increasing the discretion of local actors. This could lead to decentralization, self-government, 
and privatization, which in fact means the retreat of central government from the public 
domain. At the same time, central government is urged to give more attention to the problems 
of local sectors and to provide them with more resources. According to Sundewall (2009:25), 
each case of policy implementation has characteristics which are commonly associated with 
both the bottom-up and the top-down perspectives. Both perspectives are tools for analyzing 
policy implementation and each has its inherent flaws and limitations. Both perspectives will 
be taken into consideration in this thesis in order to understand the collaboration between 
levels of government and NGOs in implementing curative health policy.   
2.5 Public policy management  
In term of public policy management, several interdependent, mutually inclusive 
administrative functions are often carried out to achieve specific goals. These functions 
include: policy-making, financing, staffing, determining work procedures and control 
(Hanekom, 1987:1). The first task of improving policy management is to ensure 
government‟s capacity in the existing system so that the fundamental problems can be dealt 
with in successful, sustainable ways (Kaul, 2000:28). Governments everywhere are under 
pressure to perform better with fewer resources and lower capacity. In developing countries, 
there has been an organizational shift from central planning and management to local 
government being responsible for the delivery of many public services. This has led to a need 
for creative and effective policy-makers because decentralization from central planning has 
dramatically expanded the number of policy players in regional and local government. 
Effective policy-makers and analysts are those who approach each new problem with critical 
thinking, that is, they are able to conduct rigorous analyses, generate creative solutions, and 
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bring experience as well as good judgment to decision-making (Morse and Struyk, 2006:1 
and 4).   
 
The effectiveness of health service delivery depends upon the extent to which those who 
deliver it are held accountable for their performance. This includes two kinds of 
accountability: hierarchical accountability, which is based on bureaucratic controls within 
government; and social accountability, which involves communities in the management and 
monitoring of programs. Hierarchical accountability entails monitoring the performance of 
public servants, rewarding them for good performance and punishing them when 
performance is bad. In term of social accountability, health service providers are made 
accountable to their clients, either by having community members participate in managing 
the service, or by providing them with information, choice, or opportunities to voice their 
concerns if the service fails to meet their needs (Khaleghian and Gupta, 2005:1093-1094). 
 
A health system reflects the relationships between five major groups of actors: health care 
providers; the population; the state; the organizations that generate resources; and the other 
sectors which produce services which impact upon health. A health care system can be seen 
as the “vehicle for the organized social response to the health conditions of the population” 
(Frenk, 1994:19). The main function of health systems is to be responsive to the needs and 
demands of the population. In developing countries, governments whose health budgets are 
highly constrained are generally expected to deliver essential rather than comprehensive 
health services. Therefore, governments need tools to monitor and evaluate the functioning of 
the system on a routine basis and to allow for more informed decisions about funding, 
organization and policies of health systems (Kruk and Freedman, 2008:264).  
 
A main challenge facing the health sector in developing countries is how to manage and 
organize the delivery of health services, including resources to finance them (Murray, 
1995:101). Health financing is a key determinant of health system performance in terms of 
equity, efficiency, and quality. It encompasses resource mobilization, allocation and 
distribution at all levels (national to local), including how providers are paid (Islam, 2007:5). 
The fairness of financial contributions has been recognized as a key dimension of health 
system performance (WHO, 2000: ii). To measure a health system‟s production function, it 
should be constructed using three critical inputs. Firstly, estimates of the regional burden of 
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disease in terms of dalys or some other measure of population health status is required. 
Secondly, estimates of the cost-effectiveness of the functions of preventive and curative 
health interventions are required. Thirdly, the available human and physical infrastructure in 
different regions of the country and the proportion of the population with access to the system 
must be estimated (Murray, 1995:102-103). There are often considerable gaps between the 
declared health policy objectives and the resources and implementation instruments needed to 
achieve those objectives; this dilemma has always characterized the health policy of 
developing countries (Khan, 2006:96).   
 
Generally, national health policies in developing countries suffer from various weaknesses of 
management and do not offer appropriate solutions to many health problems because of a 
lack of capacity in human and financial resources (Khan, 2006:9). Kruk et al (2010:95) state 
that as the fundamental aspiration of a health system should be to improve health, health 
system activities which could build trust in government, or result in other social gains, could 
in the longer term lead to better and more sustainable health outcomes. This depends on an 
appropriate system of health governance and management.  
2.5.1 Decentralization of health policy management and implementation  
Decentralization is defined as the presence of a government regulatory authority in the form 
of sub-national authorities such as state, provincial, district or municipal governments.  
Decentralization has become an increasingly familiar theme in development theory and 
practice over the past two decades. Decentralization is introduced to bring government 
„closer‟ to the community, and to facilitate access to local information. Decentralisation can 
also preserve the consistency and parsimony of centralized decision-making and maintains 
the relative ease of centralized policy implementation (Khaleghian, 2003:1-2). Mays et al 
(2009:258) argue that decentralized governmental authority and decision-making may yield 
superior public services because local governments, as opposed to state administrative units, 
are often better informed of, and responsive to, local community needs. However, alternative 
theories suggest that a centralized provision of services may be more effective and efficient in 





In many developing countries that have applied a decentralization system local officials have 
found themselves without the basic administrative capacity to take on their new roles, leading 
to failures in service delivery and the basic functions of government (Khaleghian and Gupta, 
2005:1088). A key constraint in the successful implementation of a decentralized system is 
that it can provide limited opportunity for a health management team to make decisions and 
take actions (El-Saharty et al, 2009:41).  
 
Assessments of health systems should take account of the degree of government 
decentralization and of the levels of authority in decision-making. Questions to be asked in 
this regard are: which administrative levels have authority over planning, budgeting, human 
resources, and capital investment? Is the health sector represented at the local level? And 
does the local authority have a role in policy development, resource allocation and human 
resource planning? These issues underscore the need to approach health system performance 
by understanding the interaction and linkages which exist between health financing, service 
delivery and the management of human resources in the health sector (Islam, 2007:4).  
 
In many developing countries, decentralization policies have weakened central government 
agencies to the extent that their corrective hands are tied, leading to policy fragmentation and 
an inability to take responsibility in effectively implementing policy. When this is so, 
decentralization in the sense of formally transferring responsibility for certain functions to 
local government, seems to not work well (Khaleghian and Gupta, 2005:1088-1089). 
Decentralized health policies in these instances have usually led to increasing the 
responsibilities and capacity of lower levels of government, such as a district or a province, 
transferring authority for facilities such as hospitals and clinics (Mills, 1998:506). Where 
there is a need to address horizontal imbalances or differences between regions, national 
governments might be able to distribute equalization grants. This is important because the 
poorest regions often have the greatest need for social services, yet have the weakest ability 
to pay for them. To address this, national governments could aim to distribute equalization 
grants to vulnerable local governments with a low fiscal capacity (Morse and Struyk, 
2006:138).     
 
According to El-Saharty et al (2009: iii) decentralization in the health sector is likely to be 
more effective when it is implemented as part of a broader government decentralization 
policy across sectors. At the sub-national level, decentralization was found to be more 
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effective in those regions which increasingly strengthened their management and institutional 
capacity and where regional governments set priorities and adapted the strategies to local 
needs. Overall, the key lessons for implementing improvements in health service delivery is 
that the lack of any critical inputs (facilities, health workers and drugs) inevitably limits the 
overall impact of the strategy and that the implementation of such key inputs should be 
carefully co-ordinated and properly synchronized.  
2.5.2 Co-ordination between the levels of government in managing and implementing 
health policy 
A government needs to know how, why, with whom and under what conditions a policy can 
be successfully implemented and delivered (Davies, 2004:14). For example, according to 
Khan (2006:77), the existing health systems at the federal and provincial levels in Pakistan 
are not sufficiently decentralized and participative in responding adequately to health 
problems and in finding practical solutions at lower levels. At a local level the delegation of 
authority for operational decision making is absent, with decisions on program budgeting and 
finance restricted to the top levels of the provincial and federal hierarchies. At the local level 
the population needs health care but these needs are not recognized at the provincial and 
national level; the local level is responsible only for the implementation of plans and 
recommendations of the provincial health ministry.  Centralization also hinders wider 
participation by professional groups, NGOs and communities in the health policy process and 
often results in implementation failures. 
National departments, as the principal governing bodies of health systems, have a mandate 
for health policy-making, planning, regulation, monitoring and evaluation, and for ensuring 
access to essential health services. In some countries, a Ministry of Health is responsible for 
policy formulation and implementation, while in others implementation of health services 
falls under the jurisdiction of sub-national (state, provincial, district or local) governments 
(Siddiqi et al, 2009:18). In implementing health policies, health professionals, civil servants 
and administrators working at the federal, provincial and district levels play various roles 
according to their qualifications and professional capabilities. Usually, the implementation 
process suffers from communication gaps between health professionals, civil servants and 
administrators at the different levels. These communication gaps hinder the flow of 
information from upper to lower level actors, particularly in understanding the specific 





According to Sundewall (2009:15), co-ordination is a tool that enables a health system to 
work more effectively. In this regard, Exworthy and Powell (2004:264-278) argue that 
successful policy implementation is more likely to occur when policy streams are aligned 
across the vertical (central- local) dimension, and the horizontal dimensions of both central-
central (joined-up government at the centre) and local- local (joined-up governance at the 
periphery). Successful policy implementation requires confluence at the central-central, local-
local and central-local levels.  
 
Policy implementation specifically concerning the implementation of an infrastructure policy 
is considered to be the outcome of the interaction between central- local relations and inter-
organizational co-ordination (Panday, 2006:43). According to Brynard (2005:10), insufficient 
co-ordination of policy implementation is cited in virtually all sectors and has significantly 
hampered the implementation of policies. In addition, insufficient staffing and capacity in all 
three levels of government (national, regional and district) as well as the linkages between 
them, have largely worked against the successful implementation of policies. These findings 
have demonstrated an adverse effect on successful service delivery.   
2.5.3 Co-ordination between government and NGOs in managing and implementing 
health policy 
NGOs are important in policy development in identifying needs, providing services, assisting 
with policy implementation, linking the government and the community, and sharing their 
expertise (Keen, 2006:37). NGOs have numerous comparative advantages in health services 
provision, such as serving the community in remote places and within close proximity to the 
community. This tends to create a situation in which governments may prefer to work with 
them rather than with profit-making firms (Wamai, 2004:3). The primary purpose of co-
ordination and collaboration between government and NGOs is to achieve maximum impact 
with existing resources, and to avoid a duplication in the provision of health services. The 
major weaknesses of NGO-provided services are that they are often poorly co-ordinated; act 
in parallel with the state systems; have a different vision of the system, which they are 
seeking to bolster or re-establish; and compete for partners, resources and publicity. 
Increasingly, there is a debate regarding how best NGOs could interface with host 
government services and policy, and how such services could reinforce the limited capacity 




NGOs can play a vital role in the co-production of policy. Brinkerhoff and Crosby (2002:86-
87) argue that the implementation of objectives by NGOs can be varied for a number of 
reasons. Firstly, there is a multiplicity of actors, whose benefits are diverse. For example, 
national governments, international donors, international NGOs, local NGOs, and other civil 
society organizations all have conflicting agendas. Secondly, the re is a power differential 
among the different actors which arises as a function of differences in resource levels, 
operational capacities and political influence when governments partner with local NGOs.  
Thirdly, there is a tendency for partners‟ individual objectives to shift over time from the 
goals of the partnership. This can happen, for example, when the NGOs initially involved as 
service delivery agents begin to want more of a say in policy and resource allocation 
decisions, or when a new government is elected and the officials assuming power have a 
different agenda from that of their predecessors. Such change can contribute to the 
partnership‟s objectives having to be re-negotiated.  
A leading health agency‟s responsibility is to co-ordinate all the activities of agencies 
working in the health sector and to help ensure the alignment of activities and strategies with 
the host government‟s policies. Co-ordinating with the lead health agency, therefore, is the 
key mechanism for interfacing with the host government and for identifying ways to 
reinforce the limited capacity present. This supports the „strengthening of health systems and 
infrastructure approach‟ rather than establishing parallel health systems. Therefore Stone 
(1993: 6) argues that in order to avoid this government must blend their capacities with those 
of various non-governmental actors.   
According to the Health and Fragile States Network Report (2009: 38), the provision of 
health services in conflict areas requires good relations and co-ordination between health 
stakeholders in order to overcome significant infrastructural and human resources constraints, 
and to have the opportunity to start a new health system using experience from similar 
contexts. For example, the provision of health services in southern Sudan moved from „crisis‟ 
into „transition‟ with the establishment of a Ministry of Health in January 2006. During the 
NGO Health Forum at the first Southern Sudan Health Assembly in 2007, NGOs described a 
need to change from their traditional role of direct service providers with little co-ordination, 
to a more structured one of working alongside the Ministry of Health in Southern Sudan in 
implementing health care and supporting it at all levels in order to strengthen the health 
system. Therefore Newbrander et al (2007:319-320) argue that in post-conflict countries, 
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rebuilding the health system requires co-ordination and collaboration efforts between 
government, donors and NGOs, so that resources can be used effectively to reach large 
unserved and underserved populations, to reduce morbidity and mortality, and to establish a 
framework for delivering health systems. 
2.6 Conclusion 
In this chapter, different approaches and issues concerning policy implementation and 
management have been discussed. The High-Level Forum on the Health Millennium 
Development Goals (2004:12-13) argues that a health systems approach is the best way 
forward in achieving health policy objectives. But there is much debate on how best to 
formulate a health system. There are two issues to be considered: firstly, how should services 
be delivered? The debate centres on how a vertical, disease-specific approach should be 
integrated with more horizontal system-wide approaches. The second question concerns who 
should provide health services. Most developing countries rely on the state. Some argue that 
„contracting out‟ can help reduce some of the inefficiencies often associated with state 
provision of health care. Under such a model, the state continues to formulate policies and 
regulate provision, whilst accepting health services via contracts with non-state providers, 
such as NGOs.  
The challenges of public policy management and implementation in the health sector in 
developing countries are often blamed on the lack of appropriate systems and communication 
technology linking the levels of the government and stakeholders, due to the poor 
infrastructure and resources to meet the needs of the population.  
A successful framework for health policy implementation and management requires the 
adequate provision of health facilities; human and financial resources; modern 
communication tools; and strong co-ordination and collaboration between the levels of 
government, as well as between government levels and other health providers, such as NGOs, 
in order to provide quality health services to the population. The next chapter begins to 







The Health System and National Health Policy (2007) of Sudan 
3.1 Introduction  
This chapter commences by describing the health system in Sudan. Thereafter the focus shifts 
to a discussion of the National Health Policy (NHP) which was adopted in 2007. The seven 
key areas will be investigated in detail. Health officials in government, especially those 
working at district level in North Darfur State, who actually implement the policy, were 
questioned about their understanding and experience of the NHP.      
3.2 System of governance    
The modern health care system in Sudan dates back to 1899 when Sudan was governed by 
Anglo-Egyptian regime the health care was delivered by the army. Some hospitals were built 
and smallpox immunization programs were run. A medical department was established in 
northern Sudan in 1904, while southern areas remained under military government. In 1905, a 
Central Sanitary Board was established to oversee public and curative health affairs. In 1924 
the Sudan Medical Services was established and managed by a director who was responsible 
for all health services, including those of the military (WHO, 2006a:14). In 1949 the Ministry 
of Health was established. A federal system of government was introduced during the 
colonial era and Sudan has experienced several models of government since then (WHO, 
2006a:50).  Between 1951 and 1960, health affairs were managed according to the Local 
Government Act of 1951, in terms of which rural and civil councils represented the local 
government, which was responsible for basic service delivery, including health (WHO, 
2006a:14). From 1960 to 1971, health affairs were managed according to the Province 
Administration Act of 1960, which aimed at strengthening the provinces in order to activate 
an effective mid- level administration that represented central government. This was followed 
by the Popular Local Governance Rule of 1971 in terms of which provinces remained 
responsible for basic services, including health. The provinces were answerable to the local 




The 1972 Addis Ababa agreement ended civil conflict that had begun in the 1950s. The 
regional government which was born from this agreement was in place from 1972 until 1983, 
when war broke out again. The federal system of governance continued with the 
Constitutional Decree, which created nine states, in 1991. In 1992, the government adopted 
macro-economic reforms, including the liberalization of trade, privatization, the devaluation 
of the currency, and a reduction in government expenditure.  
 
The Federal Government Act of 1993 established three levels of health system management, 
federal, state and district. The Federal Ministry became responsible for formulating and 
administrating national sector policies, as well as for human resources, international relations 
and the allocation of central funds to the states  (WHO, 2006a:15). Shifts to decentralization 
and finally to decentralized federalism were the result of a search for a system of governance 
that would help achieve stability, socio-economic development, equitable resource allocation 
and effective and efficient service delivery.  In 1994, the Sudanese political system moved 
further towards federalism, with the country sub-divided into 26 states, each with significant 
autonomy and powers. This impacted on the health sector since this led to a complex 
structure of a Federal Ministry of Health and 26 State Ministries.   
 
Also in 1994, social health insurance was introduced, which was administrated administered 
by a central parastatal body, the National Health Insurance Corporation. It set the health 
insurance policy framework, the premiums which had to be approved by the council of 
ministers, and guidelines for resource allocation, utilization and co-ordination between the 
states‟ insurance authorities. A State‟s health insurance corporations were given more 
autonomy to collect premiums, manage their resources and manage their own affairs in 
accordance with central policy (WHO, 2006a:50-51).   
 
According to WHO (2006a:50-51), private for-profit clinics, hospitals and medical centres 
started to flourish in the 1990s. With the introduction of a user-fees policy in 1991 and the 
absence of clear mechanisms for public health financing and prepaid schemes, the situation 
arose in which access to health care was based upon the ability to pay. 
 
In 1998, the Local Governance Act was enacted wherein the structure of government, in 
descending order of jurisdiction, was established as follows: Federal level; state level (26 
states); provincial level (17 provinces); and local level (633 districts). Districts were given 
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financial responsibilities regarding raising revenue. There were agro-pastoral production 
taxes (60% to be used locally, 40% to be transferred to the state level), and business and trade 
taxes (40% to be transferred from the state to the districts). There were also locality 
investment revenues and locality development fund transfers. In addition, a district generated 
a share of investments within its locality. Districts were also given the responsibility to 
manage and deliver the provision of social services including health services.  
 
In 2003, the Local Governance Act abolished the previous districts and provincial levels of 
the 1998 Act (WHO, 2006a:50-51). The national administrative structure is currently a three-
tiered system of governance in Sudan with a federal government, 15 states and 195 distric ts. 
Districts have been given greater administrative and executive authority, with responsibilities 
for service provision and development, including monitoring and supervision.  
3.3 The structure of the health system and policy at federal, state and 
district level in Sudan 
The management and delivery of health services in Sudan operates in a decentralized 
environment. According to World Bank Report (2003:86), in 1993 a federal government Act 
in Sudan was adopted and renewed in 2007, which stipulates the respective responsibilities of 
the three main levels of the health system:  
a. The Federal Ministry of Health is responsible for formulating national policies, 
international relations, human resource development, health legislation, and the 
control of epidemics; 
b. The State Ministry of Health is responsible for planning, administration and financing 
of health services within the framework of national health policies; and 
c. The Health Area System is responsible for planning and implementing health 








These three levels are shown in Figure 3. 1 below. 
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Figure 3. 1 Structure and organization of the health system in Sudan.  
Source: The Sudan Health Service Standard, 2004.  
 
3.3.1 Federal Ministry of Health  
The Federal Ministry of Health works in collaboration with the 15 state ministries of health. 
North Darfur State is one of these 15 states (WHO, 2009a: 21). The structure of the Federal 
Ministry of Health is described in detail in Figure 3. 2.  
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Figure 3.2 Organizational structure of the Federal Ministry of Health in Sudan. 



















































The Under-Secretary Council takes the lead role among the different State Ministries of 
Health and Departments of the Federal Ministry of Health. The Councils are under the 
Federal Ministry of Health, which  convene regular meetings with policy makers at federal 
and state levels; set standards, norms, protocols and guidelines for the federal level and for 
states; and develop check-lists for supervision, monitoring and evaluation (WHO, 2006a:25).  
 
Policies and Planning Administration is in each state and is directly responsible for the 
following:  
1. Health policy formulation on the setting of national priorities according to the 
state‟s needs; 
2. Ensuring that these are implemented and co-ordinated with state levels; 
3. Developing national health policy plans, and state and districts‟ planning 
guidelines;  
4. Allocation of resources and budgets, especially capital funds; 
5. Monitoring and evaluation of national health policy implementation; 
6. Sources of high level technical and legal advice on specific or general projects; 
7. Managing and controlling the quality and licensing of drugs companies and 
pharmacies, and distribution of supplies;   
8. Regulation of human resources skills-development;  
9. Regulation of private profit-making and non-profit-making health providers; 
10. Control and development of research institutes at national level;  
11. Communication with international health organizations and aid agencies; and       
12. Co-ordination of the activities of health service delivery in each state  
(Federal Ministry of Health report, 2006). 
 
The FMoH is responsible for the design, monitoring and evaluation of health policy. The 
Federal Councils are required to hold regular meetings with State Council representatives 
(Federal Ministry of Health report, 2006).  
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3.3.2 State Ministry of Health   
A State Ministry of Health is mainly responsible for the management of the health system 
and the supervision and monitoring of health policy implementation in a particular state. Each 
state has an appointed Minister of Health, whether a physician or not, who ensures that the 
Ministry‟s policy is implemented in the state, through co-operation with the state governors 
and their administration staff. The State Ministry staff are responsible for monitoring and 
supervising the health service delivery work of the districts‟ health services. 
At state level, there is a committee of health which consists of the Minister of Health as 
president of the committee, and representatives from: the State Governor; health 
professionals; civil society; the private sector; NGOs; and representatives of health 
committees from each district. This committee holds meetings four times  during a year in 
order to discuss issues of health services delivery.  
A State Ministry of Health is primarily responsible for implementing national health policy, 
and for co-ordination between federal and district levels, with more direct control over the 
provision of health services. Its main functions are the following: 
1. Health policy implementation through intersectoral activities by co-ordination 
with the districts; 
2. Monitoring and evaluation of national health system in terms of effectiveness and 
efficiency; 
3. A source of technical advice on the kinds of diseases which are common in the 
state; 
4. Control of the quality of health service delivery, the licensing of private health 
providers and pharmacies, and the distribution of health services‟ supplies; 
5. Regulation of the needs of human resources and training; 
6. Regulation of non-private health services provider organizations; 
7. Allocation of resources particularly donor funds; and 
8. Co-ordination of all state health activities, and managing the technical supervisio n 
of districts‟ health teams and their logistical support (State Ministry of Health 
Survey Report, 2008).  
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A State Ministry of Health is responsible for managing and implementing health systems and 
health policy, by holding regular meetings with district representatives (State Ministry of 
Health Survey Report, 2008).  
The number of departments in the Ministry of Health in North Darfur State is eight according 
to the structure of the Ministry as shown in Figure 3. 3 below. At the higher level, there are 
State Ministry of Health and general manager: they are responsible for administration of 
emergency and humanitarian work, which became necessary due to the civil conflict. The 
large numbers of NGOs work to provide health care to IDPs and the affected population in 

















Figure 3.3 Organizational Structure of Ministry of Health in North Darfur State. 
Source: State Ministry of Health Survey Report, 2010 
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3.3.3 District level  
The district health staff are responsible for running health services. A district is the 
organizational level that implements health services and disease control. They are responsible 
for providing primary health care, that is, organizing a minimum package of curative and 
preventive services in line with national health policy, in order to respond to the health 
problems and needs of the local population. The district health services fall directly under the 
control of the local district administration. 
According to State Ministry of Health Survey Report (2008) the main functions of district  
health authorities are as follows: 
1. Running and organization of district hospitals, health centres and basic health 
units; 
2. Control of local health finance and budgets; 
3. Co-ordination and supervision of all public health facilities, and non-
governmental and private health services providers within the district; 
4. Encouragement of the community to participate in health plans; 
5. A source of additional local funds which are collected from charities; 
6. Indication of the needs of health workers and their training gaps; 
7. Control and supervision of community health workers in the district; and 
8. A source of health information for communication to the health ministry.  
 
The districts are responsible for implementation within their areas, according to the 
guidelines of National Health Policy, in order to serve the people of each district. The 
Directors of health service delivery in each district, who are appointed by the State Ministry 
of Health, might or might not be health professionals, and have been given wide powers to 
manage health institutions‟ buildings, budgets, staff, appliances, and equipment. However, 
not all health institutions within districts are the responsibility of district authorities. For 
example, although teaching hospitals and specialist hospitals are included within a district, 
the Director is not responsible for the activities of these hospitals; they have their own 
administrative head working directly with the State Ministry of Health. The Director is 




According to the structure of the health system of Sudan, there are 134 districts in total in 
Sudan. There are 15 in North Darfur State but in reality there are 14 districts, as depicted in 
Figure 3.4, because El Waha district is a district for nomads with its administration office in 
El Fasher, the capital of North Darfur State (Ministry of Cabinet Affairs Secretariat General, 
2008). 
        Figure 3.4 The districts in North Darfur State. 
The district health system teams are accountable to the district health council, which is part of 
the local council administrative setup, which falls under the technical direction of the State 



















Ministry of Health. According to the State Ministry of Health Survey Report (2010), due to 
the lack of health resources experienced by the State Ministry of Health, the structure of the 




















Figure 3.5 Organizational structure of the health system at district level. 
Source: State Ministry of Health Survey Report, 2010.   
 
From Figure 3.5, above, it can be inferred that the District Governor is responsible for health 
system management in the districts, and the Executive Director is responsible for the 
implementation of health programs at district level. The District Health Council is 
responsible for providing financial and material support to the health sector in a district, 
through contact with the State Ministry Health, the Governor of the State and the Federal 
Ministry of Health. The Department of Health Affairs is responsible for the management of 
the Departments of Primary Health, Preventive Medicine and Curative Medicine. 
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The general purpose of the national, state and district structures in Sudan is to implement 
health policies and programs.  
3.4 National health policies of Sudan  
The Federal Ministry of Health (FMoH) adopted the first National Health Policy (NHP) in 
1990. The central vision, goals and objectives of this policy are found in the Ministry‟s ten 
year National Strategy (1992-2002), which emphasized the need to place human development 
at the centre of the overall national development strategy and was based on the  principle of 
citizenship for health (FMoH Report, 2007a:7-8). Health was identified as a social right, with 
family and community participation as the cornerstone of health development. The main goal 
was to improve equity, by generalizing the provision of basic health care to include 
prevention, treatment and rehabilitation (World Bank, 2003:85).  
Thereafter, a 25 year long-term strategic plan (2003-2027) and a five year medium-term 
strategic policy (2007-2011) were adopted (WHO, 2009a:20). According to the FMoH 
Report (2007b:4-5) and WHO (2009a:20), the long-term strategic plan (2003-2027) is based 
on fair financing. It aims to: reduce the burden of disease; promote healthy lifestyles; develop 
and retain human resources; and introduce advanced technology, whilst assuring the equity, 
quality and accessibility of health services.  The five year health sector strategy (2007–2011), 
in line with 25-year (2003-2027) strategic plan, focuses on ensuring the provision of health 
care to the citizens of Sudan, especially poor and vulnerable populations. Both the long-term 
strategic plan (2003-2027) and the medium-term strategic policy (2007-2011) concentrate on 
reforming and rebuilding the health system.  
According to FMoH Report (2007b:4-5) and WHO (2009a: 20), the general guiding 
principles for long-term health strategy plan (2003-2027), as stipulated in the national health 
policy, were stated as follows:  
 The health system is to be built on the following  principles: adoption of a comprehensive 
concept of health; attention to health promotion; continuous quality- improvement and 
client satisfaction; accountability; equity; accessibility; affordability; appropriateness; 
efficiency; effectiveness; transparency; intersectoral collaboration; partnership; 




 Strategic plans with clear priorities, objectives, aims, performance-based targets 
(indicators) and outcomes are to be set out. These documents also prioritize the following 
health problems: malaria; HIV/AIDS; tuberculosis; bilharzias; diarrhoea; respiratory 
infections; nutritional disorders; immunisable diseases; vector-borne diseases; maternal 
and child mortality; and life-style related diseases. 
 Primary health care will be the main basis for providing sustainable quality health care for 
all. The main goal continues to be to the expansion of the provision of basic health 
services, with emphasis on the reduction of inequalities in health provision and access to 
health care services. 
 More emphasis will be placed on addressing human resource issues, particularly the 
retention and redeployment of health staff, as well as on improving staff performance and 
the quality of services provided. 
 Sustainable and equitable health care, especially for the poor, must be provided with 
special consideration to financial, technical and administrative sustainability. Services that 
have a predominantly public effect or deal with vulnerable sections of the population shall 
be provided free of charge. 
 Emphasis will be given to reforming health-care financing so that it becomes pro-poor and 
to increasing budget allocations for health. Reform of the health financing system is 
emphasized in order to enhance cost effectiveness, obtain better value for money, and 
better protect the poor and the most vulnerable. 
 Health will be used to enhance lasting peace and reconciliation, through encouraging 
communities to play a major part in all aspects of health services. Once peace has been 
realised, the government should increase the funding for health services because the 
resources from outside will be limited.  
 The national health system should be founded on solid policies, based on the best available 
evidence. The policies should emphasize a primary health care model built according to: 
financial sustainability; accountability; poverty reduction; community participation; self-
reliance at local level; investment in health; the provision of drug supplies; and human 
resource management. The policies will also be committed to the achievement of the 
Millennium Development Goals (MDGs).  
 Health will be central to the overall national development policy by improving individual 
and community participation in service development and financing. 
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 Priority will be given to capacity building at the federal, state and local levels in policy 
formulation, priority-setting, management and planning, as well as in the development of 
health information and research capacities. The role of community health workers within a 
functioning local area health system to increase access to services at the community level, 
and to increase the demand for services, should be emphasized. The remuneration of this 
level of health workers will be given consideration. 
3.5 The National Health Policy 2007-2011 
The Federal Ministry of Health has prepared a five year policy (2007-2011), for all social 
services sectors including health following the Comprehensive Peace Agreement (CPA). The 
CPA has acted as a means to build peace and bring development to conflict-affected and 
natural disaster-prone Sudan, and has formed the basis for the interim constitution of Sudan, 
which was promulgated in 2005. This constitution gives special emphasis to health, and 
requires government to promote public health and guarantee equal access and free primary 
health care to all the people of Sudan (WHO, 2009a:19-20).  
 
The National Health Policy (NHP) of 2007-2011 is focused on investing in the health of the  
citizens, and on fostering progress towards achieving the international commitment towards 
the MDGs, which include reducing the child mortality rate, improving maternal health and 
combating HIV/AIDS, malaria and other diseases. The p lan advocates increasing government 
spending on health to a level that will enable the health sector to deliver a quality and 
accessible primary and secondary health service to all Sudanese citizens. The p lan reiterates 
national and international commitments, such as the Alma-Ata Declaration and the Health-
for-All Strategy, the Millennium Summit Declaration and other global strategies such as Roll 
Back Malaria and Stop TB; and the Global Strategy for the Prevention and Control of 
Sexually Transmitted Infections, including HIV/AIDS (FMoH, 2007a:4-5).  
 
According to FMoH (2007a: 9-13), WHO (2007a:20) and Burgess (2007: 4-5) the NHP 
reflects a focused approach, by identifying key areas of action which have the potential to 
improve both the delivery of health services and the overall health of the population of 
Sudan. The NHP aims to concentrate on the following seven key areas: 
1. To improve the weak governance and weak management systems, including health      
information and health financing - especially at state and district levels.  
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2. To reduce child and maternal morbidity and mortality, and to control the spread of 
diseases, by strengthening the district health system and by promoting a continuum-of 
care-approach.   
3. To increase health expenditure levels; the policy document has identified increasing the 
health expenditure percentage as a total of government expenditure. 
4. To improve the availability, quality and capacity of health‟s human resources. 
5. To increase the coverage of health facilities, and to have them more equitably 
distributed.  This includes primary health care institutions, and health services at state and 
district level.   
6. To support and improve the organization and management of the decentralized health 
system. 
7. To improve infrastructure, supplies, logistics, equipment, and transportation for primary 
health services. 
3.6 Content analysis of the seven key areas of the National Health Policy of 
2007 of Sudan 
Has the NHP of 2007 helped in advancing health care? This was answered in broad terms by 
asking government officials to express their opinions about each of the seven key areas of the 




Table 3.1 Interviewees‟ comments on the achievement of the NHP‟s seven key areas in North Darfur State. 
 
Level Federal State District Total 
Actor Professionals Managers International (NGOs) Professionals Managers Professionals Managers  
Total number of 
interviewees 
2 2 15 10 10 17 8 64 (100%) 
Interviewees 
who responded 
1 2 11 7 7 12 6 46 (72%) 




Findings on the seven key areas follow. For each a quantitative result is reported, together with 
illustrative quotations from interviews with the officials concerned.   
3.6.1. First key area  
Table 3.2 NHP 2007: Key Area 1.  
 Has progress been made in improving the weak governance and weak management systems, 
including health information and health financing-especially at state and district levels? 
Level of government  Number of responses  Answers 
Yes No 
Federal  3 3 (100%) 0 (0%) 
North Darfur State  25 10 (40%) 15 (60%) 
District  18 3 (17%) 15 (83%) 
Total  46 16 (35%) 30 (65%) 
 Source: Fieldwork Data, December, 2010. 
As can be seen in Table 3.2, those in federal government believe that the health management 
system has been strengthened during the time of NHP 2007. But the majority at state level 
(60%), and especially officials in the districts (83%) suggest that no such progress has happened.     
According to an interviewee (25-1 21 December 2010, El Fasher) in the State Ministry of Health:  
The management of the health system in the State is very weak and needs to be 
improved. The weakness of the health system is due to the weak communication 
between the federal, state and district levels, because there are no modern 
communication facilities, such as public phone lines, internet, and vehicles to link 
the administration levels together to exchange the information. Also, there are no 
qualified administration staff especially at district levels to provide good 
information about health issues and problems. Added to that, the state and districts 
levels are facing a lack of financial resources, which affects their jobs performance. 
These factors affect regular bottom-up communication, which can be improved by 
                                                                 
5
 The interviewees and interviews are coded as follows: 1= professional (doctor), 2= administrator. Thus 
1-1 indicates an interview with the first professional, 1-2 with the second professional, and so on.    
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the provision of human and financial resources, and modern communication tools 
between the three levels which could assist in the development and improvement of 
the health system management and health services.    
 
3.6.2. Second key area  
Table 3.3 NHP 2007: Key Area 2.  
Has progress been made in reducing child and maternal morbidity and mortality and controlling 
the spread of diseases by strengthening the district health system and by promoting a continuum-
of care-approach?   
Level of government  Number of responses  Answers 
Yes No 
Federal  3 2 (67%) 1 (33%) 
North Darfur State  25 13 (52%) 12(48%) 
District  18 2 (12%) 16 (88%) 
Total  46 17 (37%) 30 (63%) 
 Source: Fieldwork Data, December, 2010. 
This second key area is very broad, but the emphasis is on the health management necessary to 
reduce the incidence of diseases, especially among children. Those at the federal and state levels 
officials offered mixed responses when asked about this. But, noticeably, according to 
interviewees in the districts, 88% of them thought that little progress had been made.  
According to an interviewee (1-1 21 December 2010, El Fasher) working in Kepkabiya district 
hospital:  
In Kepkabiya district, the level of child and maternal morbidity and mortality is very 
high, especially in the rainy season due to the spread of diseases, such as malaria and 
diarrhoea. However, due to the poor capacity and capability of Kepkabiya district 
hospital, and the illiteracy and poverty among the people in the district, we don‟t have the 
exact figure of the child and maternal morbidity and mortality rate because most of them 
die and are treated in their homes. Infant and under-five mortality is very high due to a 
lack of nutrition and poor health service delivery. There are many challenges affecting the 
government efforts to reduce child and maternal morbidity and mortality relating to the 
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access and availability of key resource inputs (human resources, essential equipment and 
supplies, infrastructure). 
 
The interviewee further commented that:  
The international NGOs have made good efforts in controlling the spread of 
diseases to reduce child and maternal morbidity and mortality, particularly as a 
result of the targeted interventions in malaria and diarrhoea control. In the absence 
of international NGOs, the level of child and maternal morbidity and mortality will 
increase more and more, because the NGOs provide free drugs for people - 
especially for infants and children under-five; nutrition; as well as immunization 
against the six childhood diseases.  
 
The interviewee also stated that: 
NGOs have comprehensive programs for making pregnancy safer, in order to reduce 
maternal morbidity and mortality, and, therefore, the government needs to co-ordinate 
well with international NGOs to reduce the child and maternal morbidity and mortality.   
3.6.3. Third key area  
Table 3.4 NHP 2007: Key Area 3.  
Has progress been made in increasing health expenditure levels as a portion of government 
expenditure? 
Level of government  Number of responses  Answers 
Yes No 
Federal  3 1 (33%) 2 (67%) 
North Darfur State  25 7 (28%) 18(72%) 
District  18 3 (17%) 15 (83%) 
Total  46 11 (24%) 30 (76%) 
Source: Fieldwork Data, December, 2010. 
All categories of representatives strongly indicated that health expenditure has not increased.   
Interviewees stated that complete and reliable statistical data on governmental expenditure on the 
health sector do not exist. This negatively affects improving health service conditions, beca use 
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low governmental expenditure on health leads to resource constraints for the health sector, as 
indicated by most interviewees.  
 
According to an interviewee (2-2 20 December 2010, El Fasher) in the finance division in the 
State Ministry of Health: 
Government expenditure on health is very little when compared with other services, 
such as security. For example since the conflict started in North Darfur State in 
2003, the government spent 70% of its financial budget on security, while it spent it 
less than 1% on providing health services. Therefore the provision of health 
services in this State is not a governmental priority, leaving the provision of health 
services to the international NGOs which provide 80% of curative health services to 
the State‟s population. The government failed to pay health workers salaries on 
time at the end of each month.  
 
Furthermore, according to an interviewee (2-3 18 December 2010, El Fasher) in the finance 
division in the State Ministry of Health,  
The government annually increases its budget expenditure on health just on paper, but 
in reality, since 2002, the budget allocated for health services has decreased annually.  
For example, the total budget for health in the State in 2000 on paper was 7.6 6 million 
Sudanese pounds and it decreased to 5.6 million in 2009.  From 5.6 million we have 
received only 3.8 million which was allocated for health workers salaries, and the 
remaining budget was allocated for health services development which included the 
provision of equipment, the maintenance of old buildings, the establishment of new 
health facilities and the training health staff.  
 
The interviewee also said that:  
Low salaries for health workers resulted in most of the health workers, especially those 
who were working in rural health facilities, resigning from the public sector, in order to 
                                                                 
6
 This percentage and the other statistics were provided by the interviewer from unofficial government 
documents.   
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work for international NGOs or in the private sector where their monthly salaries are 
much better than in the public sector. Therefore, health services deteriorated in North 
Darfur State due to the lack of expenditure on health services, which resulted in the 
population depending on international NGOs to provide them with health services, or the 
population bearing the burden of paying treatment at private health facilities.  
 
The interviewee further noted that, „the lack of expenditure on health makes the achievement of 
National Health Policy objectives very difficult or impossible. Therefore, if the government 
wants to achieve the national health objectives, it should increase its expenditure on health 
services in order to provide better health system management, besides increasing the salaries of 
health workers - especially those working at district level‟.  
3.6.4. Fourth key area  
Table 3.5 NHP 2007: Key Area 4.  
Has progress been made in improving the availability, quality and capacity of human resources 
for health? 
Level of government  Number of responses  Answers 
Yes No 
Federal  3 2 (67%) 1 (33%) 
North Darfur State  25 11 (44%) 14 (56%) 
District  18 5 (28%) 13 (72%) 
Total  46 18 (39%) 28 (61%) 
Source: Fieldwork Data, December, 2010. 
Has the availability, quality and capacity of human resources in the health sector increased since 
NHP was introduced in 2007? Two of three interviewees in federal government thought that 
improvements have occurred, but (56%) at state level and even more (72%) in the districts 
disagreed.   
 
Interviewees stated that the government needs to establish schools of medicine and nursing in 
each state, thereby increasing the numbers of doctors and nurses, as most graduates are not well 
trained. Many of the staff work in the private sector, because there are no job opportunities in the 
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public sector, on one hand, and because of the low salaries in the public sector, on the other 
hand. Interviewees further indicated that the country is experiencing the challenge of a brain 
drain of medical staff due to poor working conditions. For example, out of a total of 21 000 
physicians registered with the Sudan Medical Council, over 60% of them are working outside 
Sudan (WHO, 2009a:25). The interviewees also stated that there is a lack of specialists in fields 
such as pharmaceuticals, paediatrics, surgery, gynaecology and ophthalmology in the district 
hospitals. The interviewees confirmed that primary health care and family planning should be 
available in the district areas.  
 
According to an interviewee (2-4 15 December 2010, El Fasher) in the State Ministry of Health:  
In this State, we have a shortage of health staff to deliver adequate health services 
in order to achieve National Health Policy objectives. The number of health 
workers is not adequate in comparison to population size,  which results in poor 
service in terms of the national standards for health care delivery. In this regard, we 
have two problems: shortages in number and inequitable in distribution, and 
inadequate numbers of trained health care workers. For example, in some districts, 
such as El Lit, we don‟t have any doctors, and in most of the districts, such as 
Kalamondo and nine other districts, we have only one doctor in each due to bad 
work conditions and low salaries. Our salaries are lower than other professions, and 
poor administrative structures ensure that the payment of salaries are not made on a 
regular and timely basis, which has led to most of the qualified health workers 
leaving the public sector to the  private sector, including NGOs. All specialist 
doctors are concentrated in El Fasher, the capital of the State. This reflects the lack 
and inequitable distribution of health staff. Also we don‟t have properly trained 
health care workers. More than 70% of our health workers do not have any 
practical training after their graduation due to the lack of a financial budget 







In addition, the interviewee stated that:  
A health system with a lack of human resources for health makes it difficult to 
achieve the National Health Policy objectives. In my experience as a senior 
administrator, if government wants to improve human resources for health, this 
requires efforts at all government levels: national, state and district. Only then can 
there be any chance of improving essential health care for all people, especially in a 
fragile state such as North Darfur.  
 
The interviewee asserted that in order for the government to do so, it needs to increase its health 
workforce, support the health staff financially and professionally to do their jobs properly, and 
try to retain the existing health staff within the health system.    
 
All of the interviewees stated that the existing human resources for health are not balanced in 
terms of distribution but are concentrated in towns and large cities, rather than in the rural areas. 
In terms of training, health authorities have been trying to increase the low number of training 
opportunities for doctors, but not for nurses and others technical staff and administrators.  
3.6.5. Fifth key area  
Table 3.6 NHP 2007: Key Area 5.  
Has progress been made in increasing the coverage of health facilities and having them more 
equitably distributed in terms of primary health care institutions and health services at state and 
district level? 
Level of government  Number of responses  Answers 
Yes No 
Federal  3 2 (67%) 1 (33%) 
North Darfur State  25 9 (36%) 16 (64%) 
District  18 3 (17%) 15 (83%) 
Total  46 14 (30%) 32 (70%) 
Source: Fieldwork Data, December, 2010. 
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Have health facilities expanded and has their distribution increased to states and districts? Two 
federal informants believe so, while one does not. Most in State government (64%) have not 
witnessed improvement, and even more in the districts (83%). 
 
Interviewees confirmed that a sick person walks about 30 km, on average, to reach the nearest 
health facility, while the NHP of 2007 stated that a walking distance of a maximum of 5 km has 
to be aimed for when assessing coverage of health facilities, particularly in rural and underserved 
areas (FMoH, 2007a:16).  
 
According to an interviewee (1-2 12 December 2010, El Fasher) working in El Towasha district 
hospital:  
The availability and accessibility of health services reflects the reach and covera ge 
of health service facilities, which cannot be easily reached by people in El Towasha 
district. Health facilities are concentrated in El Towasha town only. While most of 
population in this district are living in small villages engaging in agriculture, there 
are no health facilities around their villages. Therefore, patients and their families 
are cut off by the long distance to El Towasha town to get the treatment; some of 
whom are cut off by about 150 km to from El Towasha town. If they don‟t find 
treatment because a doctor is absent and the patient does not recover, they continue 
to travel to El Fasher, which is about 200 km away from El Towasha to get 
treatment. Therefore, the people in El Towasha district are finding it difficult to 
access health facilities. Most of them have resorted to using traditional drugs to 
treat the patients.     
 
According to an interviewee (2-5, 22 December 2010, El Fasher) in State Ministry of Health: 
The health facilities do not cover all the districts in North Darfur State. In some 
districts, such as El Waha which has a population of 60 000 people, there are only 
two dispensaries. Although the El Tina district has no residents, it has a rural 
hospital and health centre. Most health facilities, including specialist hospitals, are 
concentrated in the El Fasher district. This inequitable distribution of health 
facilities is currently due to the conflict.  This, together with the reduction of 
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government expenditure on health makes it very difficult for government to 
establish new health facilities outside of El Fasher district. Before the conflict 
began, the government established health facilities in districts according to the 
political loyalty of the district population. If most of a district‟s population was 
loyal to the government‟s political party, government would build them health 
facilities. If they did not support the government party, the government would not 
build health facilities for them.  
     
Interviewees expressed a similar view about the inequalities in health se rvice facilities between 
states and within states, and between rural and urban areas. They also emphasized a need to 
redistribute health facilities according to the need of the population, especially in rural areas.  
 3.6.6. Sixth key area  
Table 3.7 NHP 2007: Key Area 6.  
Has progress been made in supporting and improving the organization and management of the 
decentralized health system? 
Level of government Number of responses  Answers 
Yes No 
Federal  3 1 (33%) 2 (67%) 
North Darfur State  25 12 (48%) 13 (52%) 
District  18 4 (22%) 14 (78%) 
Total  46 17 (37%) 29 (63%) 
Source: Fieldwork Data, December, 2010. 
Most respondents indicated that how the decentralized health system is organized and managed 
has not improved since 2007. This negative response was particularly evident among those at 
district level (78%). 
 
According to an interviewee (2-6 22 December 2010, El Fasher) working in State Ministry of 
Health: 
Sudan applies the decentralized health system, and its organization and 
management in North Darfur is very weak and there are many obstacles, such as 
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poor communication tools linking the different levels of government  together; that 
is, federal, state, and district levels, in order to share health information. A lack of 
financial resources, a shortage of qualified staff, weak management of health 
systems and a lack of equipment and infrastructure  pose additional challenges.  In 
terms of the decentralization system, the government transfers the funding for 
health system management and service delivery to the lower level; that is, states 
and districts. However, these lower levels are not able to on take these new 
responsibilities. Therefore, all the districts in North Darfur State experience a lack 
of technical, managerial, and financial skills needed to deal with their new 
responsibilities. This negatively affects the achievement of the National Health 
Policy objectives.  
3.6.7. Seventh key area  
Table 3.8 NHP 2007: Key Area 7.  
Has progress been made in improving infrastructure, supplies, logistics, equipment and 
transportation for primary health care? 
Level of government  Number of responses  Answers 
Yes No 
Federal  3 1 (33%) 2 (67%) 
North Darfur State  25 12 (48%) 13 (52%) 
District  18 4 (22%) 14 (78%) 
Total  46 17 (37%) 29 (63%) 
Source: Fieldwork Data, December, 2010. 
Infrastructure, supplies, logistics, equipment and transport for primary health care seem not to 
have benefited from NHP 2007. This is the opinion of 67% at federal level, 52% in North Darfur 
State and 78% of those working at district level. 
 
Interviewees stated that the infrastructure that is available is insufficient, poorly maintained, and 
unequally distributed among the state districts. They also confirmed that many parts of districts 




According to an interviewee (1-3 22 December 2010, El Fasher) in the State Ministry of Health:  
North Darfur State has poor health services infrastructure, such as the routes which 
link districts with the State capital. It also lacks vehicles, whether for health 
administration staff to be  transported between the districts and the capital of the 
State, or for an ambulance to attend to a patient, as there is only one located in El 
Fasher. Moreover, the one available is mechanically unsound, and is in need of 
maintenance. All the roads in the state are not tarred. Pot-holed roads link the 
districts with the State capital, and most of bridges are in a state of disrepair making 
most of the districts isolated from the capital in the rainy seasons. Besides these  
challenges, the communication tools and the electricity supply are very poor. Also, 
most of the health facilities in this State are old and in need of maintenance. They 
also need equipment, because of the government‟s failure to provide health 
equipment to the public health facilities. Most of them now have been supplied by 
NGOs with equipment.  Also, the logistics and supply chain system is very poor. 
There is a need to enhance the delivery of medicines, equipment and relief health 
services to vulnerable communities which are affected by conflict. Currently, the 
government depends completely on international NGOs to provide curative health 
services. All these challenges affect the improvement of health infrastructure, 
supplies, logistics, equipment and transport to achieve the National Health Policy 
seven key areas. 
3.7 Conclusion 
The introduction of the National Health Policy in 2007 seems not to be have made a significant 
impact in improving the health system, its management, its facilities, its human resources, or the 
quality of health care provided. In general, the lower the levels of government, the more negative 
the response. Thus those working in the districts are the most critical of NHP 2007. Extensive 
quotations were used from those who are involved in implementing NHP 2007 since their views 
illustrate in detail the issues that arose from the questions that they were asked. The next chapter 
begins to offer a more detailed explanation by investigating the provision of curative health 




The Provision of Curative Health Services in North Darfur State 
4.1 Introduction 
Improving the access, coverage and quality of health services depends on the effectiveness of the 
health system structure. After the outbreak of the crisis in North Darfur State in 2003, delivering 
equitable health services in the State was become a greater challenge and a heavier burden on the 
country‟s limited resources. There has been an inability to provide quality curative health 
services to the poor and vulnerable, who have been seriously affected by conflict since 2003.  
Health facilities are unevenly distributed, and the increase in the number of health centres and 
clinics has been almost exclusively in urban areas. The urban bias in these trends in health 
centres, clinics and hospitals has resulted in a substantial drop in the relative access of rural 
people to health care facilities at all levels, compared with a substantial rise in access by the 
urban population to a broader range of more sophisticated facilities (WHO, 2006a:44). 
This chapter analyzes the current situation of curative health service delivery in North Darfur 
State, in the public and private sectors, as well as the NGO sector. It also examines the 
availability and structure of health facilities and their distribution in the State.  
4.2 The provision of curative health services in North Darfur State  
According to a SMoH survey report (2010), the health care infrastructure in North Darfur State 
consists of a range of care provided from three different sources: government, private, and 
NGOs. Primary health care is provided mainly by NGOs, and secondary health care is pro vided 
mainly by private clinics and the government teaching and specialized hospitals. Current curative 
health services consist of a mix of mostly NGO-run humanitarian interventions in rural areas, 
and some limited government health services in major towns. The public sector provides health 
services through a network of institutions as well as through an out-reach service. It focuses on 
providing curative health services, and preventive services, especially vaccinations. 
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4.2.1 The provision of curative health services by the public sector in North Darfur State  
In North Darfur State, there are approximately 393 health institutions. These health institutions 
are hospitals (18) including rural hospitals, health centres (61), dispensaries (111) and basic 
health units (203), as shown in Table 4.1 below. These health institutions include military 
hospitals and police hospitals.  
Table 4.1 The number of health facilities in North Darfur State, 2010.  
Facilities  Number  of facilities 
Hospitals 18 
Primary Health care centres 61 
Dispensaries 111 
Basic health units 203 
Source:  The State Ministry of Health Survey Report, December 2010.   
Providing curative health services in the public sector is the responsibility of the SMoH in El 
Fasher, the capital of North Darfur State. The SMoH is responsible for managing all health 
facilities and hospitals, and procuring drugs and supplies. All hospitals in the public sector are 
organized into an extensive referral system with a hierarchy of several organisations that provide 
curative health services, from primary level institutions to teaching and specialist hospitals. 
These are depicted in Figure 4.1 below.  






    
Figure 4.1 The hierarchy of health facilities in North Darfur State. 
Source: State Ministry of Health Report, 2009. 



















According to the Sudan Health Service Standard (SHSS) (2004), the Basic Health Unit is the 
first point of contact between a community and the health system. A Basic Health Unit serves 
about 5 000 people living in a geographical area of 5km in diameter, or any village with a 
population of 1 000 that is remote from any health institution.  A Primary Health Care Centre is 
the first level for patient transfers. It serves a surrounding population of 20 000 and is located 
near the Basic Health Unit of the district. A dispensary is the second level for patient transfer. It 
serves 25 000 people and is located in rural and urban areas where it supports the Basic Health 
Units of the district. A rural hospital is the next level of reference. It has a maximum of 40 beds, 
and serves 100 000 - 250 000 people.  
The state teaching hospital is the State‟s main hospital, and is located in the capital, El Fasher. 
This hospital delivers integrated health services including clinical, preventive, rehabilitative 
services, and health promotion, in addition to research and development and the continuing 
professional development of employees.  
Since the need for health care has increased since civil conflict broke out in 2003, to what extent 
has the government been able to expand public health facilities? Statistics are presented in Table 
4.2  
Table 4.2 The trends in the growth of public health facilities in North Darfur State, 2002-2010. 
Type of health facility  Number in 
2002 
Number in  
2010 
Increase/ (Decrease) Change 
Hospitals  11 18 7 +39% 
Hospital beds  939 1063 124 +13% 
Primary health care centres 82 61 21 -26% 
Dispensaries 111 79 32 -29% 
Basic  Health Units 203 73 130 -64% 
Sources: The Federal Ministry of Health Report, 2006; the State Ministry of Health Survey 
Report, December 2010. 
 
In North Darfur State there were 18 hospitals, including rural hospitals, to serve 2 113 626 
people in the State according to Central Bureau of Statistics report (2008), with 1 063 hospital 
beds. This is shown in Table 4. 3 below. 
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Table 4. 3 The ratio of public hospitals and beds for the population of North Darfur State, 2010.  







of beds  
Hospitals per 100 000 
population 
Beds per 10 000 
population 
2113626 18 1063 1.2 0.2 
Sources: The State Ministry of Health Survey Report, 2010; and Fieldwork Data, December 
2010.  
North Darfur State has a relatively low number of hospitals beds, 0.2 beds for every 10, 000 
people, while in Africa 10 per 10, 000 is regarded as a norm (WHO, 2009b: 95).  
In North Darfur State there are 73 Basic Health Care Units, 61 primary health care centres, and 
79 dispensaries, as shown in Table 4.4 below.  
Table 4.4 The number of basic health care units, primary health care centres and dispensaries in 
the public sector available to the population of North Darfur State, 2010.  
Facility Numbers of facilities Health facility  per population 
Basic Health Care Unit 73 28 953 
Primary Health  Care Centre 61 34 649 
Dispensary 79 26 754 
Sources: State Ministry of Health Survey Report, December 2010; and Fieldwork Data, 
December 2010.   
From Table 4. 4, above, it can be seen that a Basic Health Unit serves 28 953 people, a Primary 
Health  Care Centre serves 34 649 people and a dispensary serves 26 754 people. According to 
the norms of SHSS (2004), a Basic Health Unit serves should 5 000 people, a Primary Health 
Care Centre should serve 20 000 people and dispensary should serve 25 000 people. North 
Darfur State fails to meet these standards, especially in relation to Primary Health Care Centres 
and even more so for Basic Health Care Units.  
 
Table 4.5 indicates the range and extent of technical equipment which was found in public 
facilities throughout North Darfur State.  
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Table 4.5 The availability of technical services for medical assistance in public health facilities 
in North Darfur State, 2010. 
Technical service  Number 
Blood Bank   3 




Dialysis Unit 1 
Source: North Darfur State Ministry of Health Survey Report, December 2010. 
The adequacy of such facilities will be discussed later in this chapter.  
4.2.2 The provision of curative health services by the private sector in North Darfur State  
In North Darfur State, the role of the private sector in providing health services is not well 
documented. The private health sector is composed of health workers of different levels, who run 
their private clinics either on a full-time or on a part-time basis. Most government employees 
also work in private clinics in the urban areas. The privately run pharmacies dispense medicines, 
including many antibiotics. The availability of curative health services in the State depends upon 
the ability of people to pay for them. The range and numbers of private facilities is shown in 
Table 4.6 below.  
Table 4.6 The private sector health facilities in North Darfur State, 2010. 
Type of private health facility Number 
Pharmacy 16 
X-Ray Unit 4 
Laboratory 26 
Dentist clinic 3 
General doctor clinic 14 
Specialist clinic 29 
Source: State Ministry of Health Survey Report, December 2010.  
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The private health facilities focus on curative health services and have little role in the provision 
of preventive interventions. Private health facilities at present account for 33% of all the X-ray 
units and 54% of the total of laboratories in North Darfur State. The number of private health 
facilities increased, especially in El Fasher since 2010, as shown in Table 4. 7 below. El Fasher‟s 
dominance in North Darfur State will be explored later in more detail.  
Table 4. 7 Number of private health facilities in El Fasher from 2000 to 2010.  
Type of health facility  2000 2005 2010 
Private pharmacy 12 10 16 
X-ray Unit 2 2 4 
Laboratory 12 16 26 
Dental clinic 1 2 3 
General doctor clinic 5 6 14 
Specialist clinic 15 21 29 
Total  49 60 92 
Source: Federal Ministry of Health Report, 2006; and State Ministry of Health Survey Report, 
December 2010. 
4.2.3 NGOs providing curative health services in North Darfur State  
According to Phillips (2008:16), in North Darfur State the poor level of access in remote areas 
due to the conflict and related conditions of insecurity has led to the total breakdown of the 
health care system. International health organizations and local health organizations in North 
Darfur State have come to play an important role in filling some of the gaps in the public system, 
and in serving that part of the population which is not an attractive market for private providers, 
such as IDPs.  According to a United Nations Report (2011:58), in North Darfur State the 
conflict-affected population is 1.6 million, or 81% of the State population. 63% of this number is 
residents, and 37% are IDPs who depend completely on international NGOs for health services 
in their camps and around the larger towns, such as El Fasher, Kutum, Mellit and Kepkabiya. 
Since the conflict started in 2003, NGOs established have 24 health centres in IDP camps, and 20 
health centres across all the districts in North Darfur State;  this occurred in co-operation with the 
community and the Ministry of Health (SMoH Survey Report, 2010). The total number of health 
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staff managed by NGOs is 1 390, more than that of the State Ministry of Health, which has 1164 
staff (WHO, 2010:12). 
Currently 22 international NGOs provide 70% of health services in North Darfur State (State 
Ministry of Health Survey Report, 2010).  These NGOs are led by the WHO and UNICEF. The 
WHO is not an implementing agency, but plays a co-ordinating role. It initiates the necessary 
health actions in close collaboration with the Federal Ministry of Health, the State Ministry of 
Health, and NGOs such as Médecins Sans Frontières (MSF) and Oxfam (WHO, 2004a:8). A list 
















Table 4.8 International NGOs working in curative health in North Darfur State, 2010. 
 Name of Organization Commencement date 
1 Saudi Red Crescent 2008 
2 Egyptian Medical Mission 2008 
3 Oxfam America Organization 2004 
4 Relief International Organization   2005 
5 Mercy Malaysian Organization 2008 
6 Kuwait Medical Mission 2008 
7 The Irish Organization  2003 
8 African Humanitarian Aid  2005 
9 Medecins Sans Frontieres – Spain 2004 
10 Medecins Sans Frontieres– Belgium 2004 
11 U.S. Agency for International Development 2002 
12 United Nations Population Fund 2004 
13 Goal Ireland Organization 2003 
14 German Red Cross 2005 
15 Humanitarian Aid and Development 2004 
16 Partner Aid International  2004 
17 World Food Programme 2003 
18 MALTESER 2005 
19 Plan Sudan  2003 
20 International Committee of the Red Cross 2003 
21 United Nations Children's Fund 2003 
22 World Health Organization 2003 




According to the SMoH survey report (2010), there have also been ten local organizations 
working in the health field since the conflict started in North Darfur State in 2003. However, 
because of funding problems, their numbers decreased to three by 2010. Those that continue are 
the Sudan Red Crescent, and the Sudan Humanitarian Aid Development, and Project of Water 
and Environmental Sanitation, which is supported by UNICEF. They concentrate their work in 
urban areas because of their lack of capacity.  
4.3 The distribution of health facilities in North Darfur State  
The sum of health facilities available in North Darfur State becomes even more significant once 
the distribution of health services across the 15 districts is taken into account.   
4.3.1 The distribution of health facilities in the public sector  




















Table 4.9 The distribution of health facilities at district level in relation to the population size in 
North Darfur State, 2010.    

















1 El Fasher   787 880 6 538 1 464 26 23 9 
2 El Koma 29 574 1 15 1 971 1 2 3 
3 Kalamondo 71 098 0 0 0 1 10 2 
4 Mellit 125 771 1 71 1 771 10 4 2 
5 Dar El 
Salam 
109 456 1 40 2 736 1 2 4 
6 El Malha 64 113 1 34 1 885 4 8 7 
7 Kutum 196 942 1 65 3 030 3 7 2 
8 El Siraf 73 840 1 46 1 605 1 1 0 
9 Saraf 
Omra 
119 456 1 53 2 254 2 2 0 
10 El Liyit 93 878 1 37 2 537 4 10 12 
11 El 
Towasha 
89 704 1 23 3 908 0 5 9 
12 Umm 
Kaddada 
89 895 1 48 1 873 3 3 15 
13 El Tina 0 1 20 0 1 0 0 
14 El Waha 64 113 0 0 0 0 2 0 
15 Kepkabiya 197 446 1 73 2 704 4 0 8 
Total 15 2 113 626 18 1063 19 862 61 79 73 
Source: Central Bureau of Statistics, 2008; State Ministry of Health Survey Report, 2010; and 
Fieldwork Data, December 2010. 
Due to the conflict in the State, some hospitals were closed, such as El Tina Hospital (pictured in 
Figure 5.1) which closed at the start of the conflict in 2003.  However, it reopened in early 2010, 
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after the governments of Chad and Sudan signed an accord to normalize relations, thus enabling 
Darfur refugees in Chad to visit El Tina for health services.  
 
 
Figure 4.2 El Tina district hospital in 2009. 
From Table 4.9, it can be seen that there are significant disparities in the geographical 
distribution of health facilities between State districts.  Many districts are underserved by the 
health system because functional facilities,  in particular health centres and hospitals,  are 
clustered in towns and cities. There are also significant differences between the old districts and 
the new ones. The latter, such as Kalamondo and El Tina, were created after the conflict started 
in 2003. The government built health facilities in these new districts in an attempt to stop the 
population from becoming involved in the rebel movements.  
 
Another significant factor in Table 4.9 is the dominance of the largest urban area, El Fasher. This 
becomes particularly evident in Table 4.10 where a comparison of health facilities is made 




Table 4.10 The ratio of health facilities in El Fasher District compared to other districts in North 
Darfur State, 2010. 
Type of health facilities  The ratio of health facilities 
El Fasher District Other Districts 
Hospitals  33% 67% 
Hospitals beds 51% 49% 
Health centres  43% 57% 
Dispensary  29% 71% 
Primary Health Units  11% 89% 
Source:  Calculated from State Ministry of Health Survey Report, December, 2010.  
El Fasher District has 33% of hospitals, but 51% of hospital beds. It also has 43% of health 
centres. Conversely El Fasher fewer primary health facilities, with only 11% of Primary Health 
Units. The tendency is for districts with few or inadequate health services to refer patients to 
facilities in El Fasher. The shortage of specialized services beyond El Fasher can be seen in 

















Table 4.11 Technical services for medical assistance by district in North Darfur State, 2010.  
No District  Blood 
Bank   
X-Ray 
Unit   
Laboratories Endoscopy  Ultrasound Dialysis 
Unit  
1 El Fasher   2 3 7 1 3 1 
2 El Koma 0 0 1 0 0 0 
3 Kalamondo 0 0 0 0 0 0 
4 Mellit 1 1 2 0 0 0 
5 Dar El 
Salaam 
0 0 1 0 0 0 
6 El Malha 0 0 1 0 0 0 
7 Kutum 0 1 2 0 0 0 
8 El Siraf 0 0 1 0 0 0 
9 Saraf Omra 0 0 1 0 0 0 
10 El Liyit 0 1 1 0 0 0 
11 El Towasha 0 0 1 0 0 0 
12 Umm 
Kaddada 
0 1 1 0 0 0 
13 El Tina 0 0 1 0 0 0 
14 El Waha 0 0 0 0 0 0 
15 Kabkabeiya 0 1 2 0 0 0 
Total 15 3 8 22 1 3 1 
Source: North Darfur State Ministry of Health Survey Report, December 2010. 
Very few technical services are available outside El Fasher. This becomes even more apparent in 







Table 4.12 Technical services for medical assistance in El Fasher compared to other districts in 
North Darfur State, 2010. 
Health facility The ratio of medical assistance health facilities 
El Fasher District Other Districts 
Blood Bank   67% 33% 
X-Ray Unit   38% 62% 
Laboratory 32% 68% 
Endoscopy 100% 0% 
Sound waves 100% 0% 
Dialysis Unit 100% 0% 
Source: North Darfur State Ministry of Health Survey Report, December 2010.  
The other districts combined have a large share of X-ray units and laboratories but in other 
respects El Fasher dominates the State and is the only source of facilities for endoscopy, sound 
waves and dialysis.  
4.3.2 The distribution of health facilities in the private sector   
The health services available in North Darfur State are indicated in Table 4.13 below. 
Table 4.13 The distribution of private sector health facilities by districts in North Darfur State, 
2010. 













El Fasher 16 5 4 20 3 8 29 
Mellit 0 0 0 2 0 1 0 
Kutum 0 0 0 1 0 1 0 
Kepkabiya 0 0 0 1 0 1 0 
Umm 
Kaddada 
0 1 0 2 0 3 0 
Total  16 6 4 26 3 14 29 
Source: State Ministry of Health Survey Report, December 2010.  
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Note that private health facilities are confined only to six districts, with most of them situated in 
El Fasher. This is highlighted in Table 4.14.   
Table 4.14 Private sector health facilities in El Fasher district, as compared to other districts in 
North Darfur State, 2010. 
Type of  health facility 
in the private sector 
The ratio of  health facilities in private sector 
El Fasher district Other districts 
Private pharmacy 100% 0% 
Public pharmacy 83% 17% 
X-Ray Unit 100% 0% 
Laboratories 77% 13% 
Dental clinic 100% 0% 
General-doctor clinic 57% 43% 
Specialist clinic 100% 0% 
Source: State Ministry of Health Survey Report, 2010.  
El Fasher monopolizes all private pharmacies, X-ray units, dental clinics, and specialist clinics.  
83%, 77% and 57% of public pharmacies, laboratories and general-doctor clinics, respectively, 
are also located in El Fasher District.   
4.3.3 The distribution of health facilities in the NGO sector    
NGOs are the most important partners of public sector health services in the rural areas of North 
Darfur State. The distribution of NGOs is not homogeneous; they work mainly in the most 
challenging areas and with the most disadvantaged groups. NGOs manage and support public 
health facilities, sometimes in partnership with the State Ministry of Health. The NGOs and the 




Table 4.15 NGOs managing and supporting health facilities in five districts in North Darfur State, 2010. 
 Source: World Health Organization Report, 2010.  
 
District NGOs Health facilities Total 











Egyptian Mission Egyptian Mission - - 1 - 1 
Humanitarian Aid 
and Development 
Humanitarian Aid and Development  1   1 
World Health Organization / United Nations 
Children's Fund  / United Nations Population 
Fund 
- - 1 - 1 
Kuwaiti Patient‟s 
Helping Fund 
World Health Organization / United Nations 
Children's Fund / United Nations Population 
Fund 
- 1 - - 1 
MALTESER MALTESER - 1 2 - 3 
Mercy Malaysian 
Organization 
World Health Organization/ United Nations 
Children's Fund / United Nations Population 
Fund 




Frontiers – Spain 
Medicines Sans Frontiers – Spain - 2 - - 2 
Partner Aid 
International 
Partner Aid International - - 1 - 1 
Partner Aid International/ World Health 
Organization / United Nations Children's 
Fund 




Relief International Organization - 3 2 - 5 
State Ministry of Health -  2 - 2 
World Health Organization/ United Nations 
Children's Fund / United Nations Population 
Fund 
- 1 1 - 2 
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Table 4.15 NGOs managing and supporting health facilities in five health districts in North Darfur State, 2010. 
District  NGOs Health facilities Total 












Saudi Red Crescent - 2 - - 2 
State Ministry of 
Health 
Partner Aid International/ World Health 
Organization / United Nations Children's 
Fund 
1 13 1 - 15 
Saudi Red 
Crescent / German 
Red Cross 
Partner Aid International / World Health 
Organization / United Nations Children's 
Fund 
- 1 - - 1 
Kepkabiya Medicines Sans 
Frontiers – 
Belgium 




Relief International Organization - 1 - - 1 
State Ministry of 
Health 
World Health Organization / United 
Nations Children's Fund / United 
Nations Population Fund 






State Ministry of Health - 1 - - 1 
Kutum Goal Ireland 
Organization 
Goal Ireland Organization - 11 1 1 13 





Table 4.15 NGOs managing and supporting health facilities in five health districts in North Darfur State, 2010. 
District NGOs Health facilities Total 











State Ministry of Health State Ministry of Health / World Health 
Organization/ United Nations 
Children's 
- - 1 - 1 
Medicines Sans Frontiers – Spain - 2 3 - 5 
United Nations Children's Fund / 
United Nations Population Fund 
- 2 - - 2 
World Health Organization / United 
Nations Children's Fund / United 
Nations Population Fund 
1 - - - 1 
Mellit African Humanitarian Aid African Humanitarian Aid - 1 1 - 2 
Relief International 
Organization 
State Ministry of Health - 1 1 - 2 
State Ministry of Health United Nations Children's Fund / 
United Nations Population Fund 
1 1   2 
Saudi Red Crescent / 
German Red Cross 
United Nations Children's Fund / 
World Food Programme 
- - - 4 4 
Saudi Red Crescent / 
German Red Cross 
World Health Organization / United 
Nations Children's Fund / United 
Nations Population Fund 
- - 5 - 5 
Total  6 47 30 6 89 




 Over half of the NGOs are concentrated in El Fasher District.  In North Darfur State 64 health 
facilities are managed by NGOs and only 25 by the State Ministry of Health, while 83 of health 
facilities are supported by NGOs, and only 6 are supported by the State Ministry of Health.  
 
According to an interviewee (2-2, 25 December 2010, El Fasher) in the State Ministry of Health:  
The State Ministry of Health neglected establishing new health facilities, in order to 
rehabilitate old ones affected by the conflict and needing maintenance. This is one 
of the greater problems which has increased the role of NGOs in economic and 
social activities, including health. Therefore, the role of government in establishing 
new health facilities has shrunken considerably. The lessening role of government 
in the health field is recognized as a risk in further weakening government health 
care delivery, and thus increasing the health care system‟s vulnerability after NGOs 
leave the State.     
 
4.4 Access to health facilities in North Darfur State   
Two objectives of the health standards model in Sudan are the realization of balance in the 
distribution of health service facilities, and the guarantee of coverage, accessibility, and 
utilization of health services. This entails ensuring that those in need have reasonable access to 
appropriate health facilities.  As mentioned before, a Basic Health Unit is meant to serve about 
 5 000 people living in a geographical area of 5 km in diameter, or any village with a population 
of 1 000 or more, and that is remote from any health institution (SHSS, 2004). But weak 
infrastructure and the limited distribution of health facilities in North Darfur State are a challenge 
in regard to access to health services, especially in the rural areas of North Darfur State.  Both 
patients and medical personnel have to make difficult journeys.   
 
According to an interviewee (2-3 16 December 2010, El Fasher) in Dar El Salaam District: 
The patients in Dar El Salaam District experience challenges in relation to 
accessing health facilities.  Especially in the rainy seasons, they have to travel 105 
kms by car or on animals in order to access the health facilities, and obtain 
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medication for malaria. Sometimes, the rural hospitals are without a doctor, because 
the doctor is a doctor and a manager at the same time, and therefore, the 
doctor/manager travels a lot to the El Fasher District to meet the general manager of 
State Ministry of Health. The doctor/manager does this in order to try to address to 
the health issue challenges which are difficult to solve at district level, and also to 
obtain some medicine and equipment for the district hospital. If the doctor is not 
available, the patient will have to continue travelling to El Fasher to obtain 
treatment; however, the distance from Dar El Salaam to El Fasher is 90 km.   
 
Another interviewee (2-4 23 December, El Fasher) in State Ministry of Health disclosed that: 
In urban areas, health care services are easily accessible but it is difficult for rural 
people, where 75% of the population live in rural areas and IDP camps. Only 30% 
of the population in rural areas have access to health services within 50 km 
travelling distance. The transport costs and insecurity issues are significant 
deterrents to the poor accessing health care services in rural areas. Therefore, most 
people use their animals to travel to the health facility.   
 
This confirms an earlier SMoH survey report (2008), which points out that the distance from a 
health centre can also be a subjective measurement. While some citizens might be 50 kms from a 
well-equipped hospital on a tarmac road, many others might indeed be only 4 kms from a health 
facility in an urban area, but this may be a limited facility (for example, a dispensary) with few 
resources, no doctors, and accessible only by foot.  
      
According to an interviewee (1-4 23 December 2010, El Fasher) working in a NGO health centre 
associated with IDP camps:  
The health centres which are operated by NGOs are often the best balance of care 
and cost, where they are available, compared to public health centres. As a result of 
the high quality of care and no cost to patients, patients around the camps come 
from a wide area of up to 50 to 60 kms in order to access the facilities.  Therefore 
the three biggest factors currently preventing health care from reaching the larger 
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proportion of the population in North Darfur State are the availability of health 
care, the high cost of services, and poor access to health facilities.  
 
Accessing health facilities in rural areas can be very difficult.  According to an interviewee (1-6 
12 January 2011, El Fasher) who works in Kutum District hospital, „Sick people are travelling 
two hours (80 Kms) by car and two days by animal to access the nearest health facility in Kutum 
town. Cars are not available all the time. You can find a car on market day and usually there is 
only one day for the market. On that day all the people in the District come to do their shopping, 
and it is then that the patients‟ relatives can find a car to reach the health facilities in towns  like 
Kutum or El Fasher, which are 110 kms from Kutum‟.   
 
These reports confirm Phillips‟ earlier research: he stated (2008:16) that in Darfur sick people 
have to travel an average of 35 kms to find a doctor or a health dispensary and that secondary 
health facilities are not found anywhere except in State capitals, such as El Fasher. The 
continuing conflict in Darfur has only worsened Sudan‟s poor health system. The distances 
travelled to obtain health services have increased because people have been displaced. The health 
system is almost collapsing and almost no one travels to access the services in the rural areas due 
to the dangerous situation.  
4.5 Conclusion 
In North Darfur State, the curative health services are delivered by the public, the private and the 
NGO sectors. The public health facilities, despite some growth, still fall short of the Sudanese 
government‟s own norms and standards, as well as those of the WHO. The private health 
facilities have expanded but are largely confined to a single district in North Darfur State, the 
main urban centre, El Fasher. Access to private health care, though, depends on an ability to pay, 
which is not an option for the many poor vulnerable and displaced people. As a consequence, 
international NGOs have come to play a considerable role in providing and supporting curative 
health facilities.   
Furthermore, most public and private health facilities are concentrated in El Fasher District. 
NGOs‟ health facilities are  mostly offered in rural and IDP camps, where people are in great 
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need of curative health services, although a majority of NGOs are themselves also based in El 
Fasher. Therefore, the sick face difficulties in gaining access to health facilities, having to 
undertake long and arduous journeys.  
The effectiveness of the health system and its structure, the lack of health facilities, poor health 
service infrastructure, and the lack of human and financial resources, are serious problems facing 
North Darfur State. The next chapter investigates in detail the current circumstances of human 






















Human and Financial Resources for Curative Health Service Delivery in 
North Darfur State 
5.1 Introduction  
The government of Sudan has provided health services to its citizens, including the free supply 
of medicines, which are funded by general resources. However, the government has been 
constrained by an array of political and economic problems (Mohamed, 2007: 30). Factors of 
health service resources include: number of health facilities; number of personnel; availability of 
financial resources; and technology such as drugs and equipment. The availability and coverage 
of these resources have been limited compared to the population size which made health services 
not affordable and accessible for all (WHO, 2001: 16).  
 
North Darfur State lacks health personnel and many of those who are in service are mostly newly 
appointed and inexperienced since they graduated recently from medical school. Additionally, 
due to the conflict, most health personnel left the rural areas for towns and cities where the 
security situation is much better. The State also faces a significant shortage in health financing 
because both the federal and state governments have failed to provide adequate financial 
resources. For all these reasons, this chapter will analyze the availability of, first, human, then 
financial resources for health services in North Darfur State.  
5.2 Human resources for health service delivery in North Darfur State 
There are two categories of health personnel engaged in health service delivery in the State, 
professionals and medical assistants. The range and number of medical professionals is presented 





Table 5.1 Number of medical professionals in North Darfur State, 2010. 




Dentist Pharmacist Total 
Number  18 30 107 4 11 170 




Figure 5.1 Number of medical professionals in North Darfur State from 2000-2010.  
Sources: Federal Ministry of Health Report, 2006 and State Ministry of Health Survey Report, 
2010. 
 
Except for dentists and pharmacists, the number of all other health professionals decreased in the 
period from 2000 to 2010.  
 
Doctors cannot provide effective health services without integrating their efforts with other 
health workers, such as nurses, medical assistants, technicians and Primary Health Officers.  
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Table 5. 2 Number of other health workers in North Darfur State, 2010.  
Health workers   Technicians Medical assistants Nurses Public Health Inspectors 
Number  293 436 578 33 
 Source: State Ministry of Health Survey Report, December 2010. 
 
As shown in Table 5. 2 above, there are 293 technicians, 436 medical assistants, 578 nurses and 
33 public health inspectors to serve all people in the State. How the numbers have changed in the 
period from 2002 to 2010, is shown in Figure 5.2 below. 
 
 
Figure 5.2 Number of other health workers in North Darfur State from 2002-2010. 
Sources: State Ministry of Health Survey Report 2008 and Ministry of Health Survey Report, 
December 2010. 
 
The number of health workers, such as technicians, increased by 4.2% from 281 in 2002 to 293 
in 2010. The number of medical assistants increased by 13.2% from 385 in 2002 to 436 in 2010, 
while the number of nurses decreased by 5.5% from 612 in 2002 to 587 in 2010. The number of 
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public health inspectors decreased by 5.7% from 35 in 2002 to 33 in 2010. The number of 
medical assistants and nurses working in the private sector and with NGOs is unknown. 
 
Are there sufficient health personnel in North Darfur State? And how are professionals and other 
health workers distributed across the State? 
 
Table 5. 3 The ratio of doctors per 100 000 population in North Darfur State. 
Sources: State Ministry of Health Survey Report, 2010 and Fieldwork Data, December, 2010. 
 
As can be seen in Table 5.3 above, approximately  one deputy specialist, two specialists, and five 
general doctors serve 100 000 people. In Sudan the ratio of specialists to service a population of 
100 000 is 3.3. The ratio of general doctors in Sudan is 20 per 100 000 population (WHO, 
2006a:36). According to Logie et al (2008:257), WHO suggested that a minimum of 10 doctors 
serve 100 000 people. Therefore the provision of specialists and doctors in North Darfur State is 
below average for Sudan and also below that of that suggested by WHO.  
 
The availability of supporting health workers in relation to the size of population in North Darfur 







Deputy specialists Specialists General 
doctors 
Dentists Pharmacists 
2113626 18 30 107 4 11 
Ratio per 100 000 population 
                    Deputy specialists Specialists General 
doctors 
Dentists Pharmacists 
                     0.9 1.5 5.2 0.2 0.6 
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Table 5.4 Ratio of other health workers per 10 000 population in North Darfur State in 2010.   
Numbers 
Population size Technicians Medical assistants Nurses Public health 
inspectors 
2113626 293 436 578 33 
Ratio of medical assistants  per 10 000 population 
                                Technicians Medical assistants   Nurses Public Health 
Inspectors 
                 1.4 2.1 2.8 0.16 
Sources: State Ministry of Health Survey Report, 2010 and Fieldwork, December, 2010. 
1.4 technicians; 2.1 medical assistants; 2.8 nurses; and 0.16 public health inspectors serve 10 000 
people. If one consider the ratio of nurses for every 10 000 people, the statistic of 2.8 in 2010 in 
North Darfur State is dramatically lower than that of Sudan which was 4.9 in 2006 (WHO, 
2006a:36) and far below the norm of 9 recommended by the World Bank (2010:55) and that of 
12 suggested by WHO  (Bateman, 2007:1022).   
 
5.2.1 Distribution of health staff in North Darfur State 
An unequal distribution of health workers is a major problem in many developing countries, 
especially in rural areas (World Bank, 2010: 56). In North Darfur State, the geographical 
distribution of critical human resources between urban and rural areas is imbalanced, with the 
majority of trained providers preferring to work in urban areas. All interviewees at State and 
district level disclosed that in rural areas the lack of management practices and incentives which 
effectively support performance have resulted in deficient work environments, low workforce 
motivation and poor results. The migration of skilled health personnel, especially from the public 
sector to the private sector, is also rated as one of the most crucial challenges for human 





5.2.1.1 Distribution of doctors at district level in North Darfur State  
Table 5.5 shows significant disparities in the distribution of health personnel according to 
population size at district level in North Darfur State. 
Table 5.5 Distribution of doctors at district level in North Darfur State, 2010.  










Ratio of doctors per 100 000 
population  




El Fasher   787 880 30 18 83 4 2.3 10.6 
El Koma 29 574 0 0 1 0 0 3.4 
Kalamondo 71 098 0 0 0 0 0 0 
Millet 125 771 0 0 5 0 0 4 
Dar El 
Salaam 
109 456 0 0 1 0 0 1 
El Malha 64 113 0 0 2 0 0 3.2 
Kutum 196 942 0 0 5 0 0 2.6 
El Sireaf 73 840 0 0 1 0 0 1.4 
Saraf Omra 119 456 0 0 1 0 0 0.9 
El Liyit 93 878 0 0 1 0 0 1.1 
El Towasha 89 704 0 0 1 0 0 1.2 
Umm 
Kaddada 
89 895 0 0 2 0 0 2.3 
El Tina 0 0 0 1 0 0 0 
El Waha 64 113 0 0 0 0 0 0 
Kabkabeiya 197 446 0 0 2 0 0 1.1 
Total  2 113 626 30 18 107 1.5 0.9 5.2 
 
Sources: Central Bureau of Statistics, 2008; State Ministry of Health Survey Report, 2010 and 
Fieldwork Data, December 2010. 
91 
 
It can be seen that deputy specialist doctors and specialists are concentrated in El Fasher, as 
shown in Table 5. 6 below.  
Table 5.6 The ratio of doctors between El Fasher District and other Districts in North Darfur 
State, 2010.  
Types of doctor  Ratio of doctors between El Fasher district and other districts 
El Fasher district Other districts 
Deputy  specialist 100% 0% 
Specialist 100% 0% 
General doctor 77% 23% 
Dentist 100% 0% 
Pharmacist 100% 0% 
Source: Calculated from the State Ministry of Health Survey Report, December, 2010. 
 
Only 23% of general doctors are working outside El Fasher district and there are no deputy 
specialists, specialists, dentists or pharmacists working in other districts in the State. There are 
districts such as Kalamondo, with 71 098 people, without any health facilities and health staff, 
and districts like El Tina with one rural hospital and one doctor but with no population. Also in 
many districts, such as Saraf Omara with 119 456 people, Dar El Salaam with 109 456 people, 
and El Liyit with 93 878 people, there is approximately one doctor per 100 000 population.  
 
North Darfur State faces a lack of health personnel in secondary level institutions such as district 
hospitals. Health centres also tend to have insufficient numbers of health personnel. For example, 
22 out of 30 specialist doctors are working at the El Fasher teaching hospital alone and there are 
none working in district hospitals. 77% of all doctors are in El Fasher hospitals, leaving only 
23% of doctors in the other 10 district hospitals. This lack of health personnel at secondary level 
is a serious problem and affects primary level institutions in North Darfur State in delivering a 
proper curative health service to the population. This causes patients to bypass the referral 




The uneven distribution of doctors and specialists across North Darfur Sate was revealed in 
interviews.  According to an interviewee (1-1, 05 January 2011, El Fasher) in El Fasher hospital:  
The reason for the disparity in distribution is the demand for services itself. An 
urban area such as El Fasher has tertiary hospitals, such as a teaching hospital and 
specialist hospitals. These hospitals have a large number of health personnel, and 
they care not only for people within a district but also for people from other regions 
and neighbouring countries such as Chad. Another reason for the inequality in 
distribution is that after working hours, these doctors work in private institutions, 
increasing their income from working just working hours in district health facilities.  
 
Due to the conflict situation in North Darfur State, an interviewee (2-1, 23 December 2010, El 
Fasher) in the State Ministry of Health, pointed out that: 
Health staff, especially doctors, usually refuse to work in conflict-affected areas 
due to the security issues and bad working environment. For example, in El Tina 
district, located on the border with Chad in the west, there is only one doctor, and 
he works there because he is from that district. No other doctor wants to go there 
because the district is located in a conflict-affected area. In this manner, there is a 
huge differentiation in cadre vacancies among districts in North Darfur State.  
 
According to Samb (2009: 2154), a strong positive correlation exists between health workforce-
density, service coverage and health outcomes, indicating the importance of the health workforce 
for the health of populations. Shortages in human resources for health have been widely reported 
as the main obstacle to increasing interventions which are specific to certain diseases.  
 
According to an interviewee (1-2, 05 January 2011, El Fasher) working in Dar El Salaam rural 
hospital:  
I have been working alone as a doctor and administrator at the same time in the 
hospital. Sometimes I travel to El Fasher to bring medicines and some equipment 
and usually I spend two or three days to get that because the process to find 
medicines and equipment from the Ministry of Health is very complicated. Sick 
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people come to the hospital and find no doctor available but they find medical 
assistants and nurses and those are usually dealing with serious cases. They don‟t 
have enough experience to treat patients or the problem of no drugs and other 
facilities.   
 
He also disclosed that:  
I travel a lot to El Fasher to meet the general manager of the State Ministry of 
Health to solve problems of health issues which are difficult to solve at district 
level. When patients do not find me, they have two choices: wait until I come back; 
or continue to travel to search for other hospitals, maybe needing another six hours 
to reach the hospital in El Fasher. Therefore many patients die due to the absence of 
doctors in rural hospitals.  
 
According to an interviewee (1-3, 10 January 2011, El Fasher) working in El Towasha district 
hospital: 
Rural hospitals face a lack of doctors and bad working environments. For example, 
there is only one doctor in the hospital and I‟m receiving around 90-120 patients 
daily in the rainy season when the number of people with malaria increases. We 
don‟t have enough equipment to treat patients, and we don‟t even have oxygen to 
save people‟s lives in emergencies. We also don‟t have free medicine; the only one 
thing we have free is death certificates. Every treatment we claimed, patients 
bought the medicine from private pharmacies with their own money.  
Regarding hospital beds, he said, „We don‟t have enough beds in the hospitals, we have 
only 23 beds‟. When asked why he didn‟t report these problems to the state health officer 
to solve, he said that he did, but that the officers didn‟t respond. When asked whether he 
had requested aid assistance from NGOs working in the health field in the district, he said 
that there were no NGOs now working in El Towasha district.  
This situation confirms Mahmoud‟s study (2010), which stated that it is not surprising to find an 




According to Badr (2007:26), the wages of health workers are generally low compared to those 
for other public sector employees within the civil service. Several categories, such as judges and 
oil engineers, enjoy exceptionally high wages of more than double that of doctors. In the health 
sector, doctors, in addition to dentists and pharmacists, are better remunerated than nurses, 
technicians and other allied health personnel.  
 
The gradient difference in salary between the public and private sector for health workers is wide 
and in favour of those employed by private sector institutions. According to an interviewee (1-4, 
04 December 2010, El Fasher) employed by in El Fasher teaching hospital, „physicians‟ salaries 
are very low (US$ 200 per month) compared to those of other equivalent professio nally trained 
persons in the private sector, especially those working with NGOs (US$ 1 000 per month at 
least)‟. (See, too, Badr (2007:26)).Therefore Medical Officers in North Darfur State tend to work 
at private hospitals after they finish their duty at public hospitals, in order to earn an additional 
salary, even if they remain in the public sector. The State Ministry of Health Financial Report 
(2009) also pointed out that salaries are paid irregularly, especially outside Khartoum. This 
explains the high attrition rate of doctors in the public sector. 50% of them leave, either for 
private practice, or move to another country (State Ministry of Health Survey Report, 2009).  
5.2.1.2 Distribution of doctors in the public and private sector in North Darfur State 
The consequences of the public sector proving to be less attractive to doctors can be seen in 









Table 5.7 The distribution of doctors working in the public, private and NGO sectors in North 
Darfur State, 2010.  




Specialist General doctor Dentist Pharmacist 
No % No % No % No % No % 
Public only 0 0 0 0 0 0 0 0 0 0 
Private only  0 0 0 0 0 0 0 0 8 73 
Public and 
private  
12 67 30 100 75 71 4 100 3 27 
NGOs only  6 33 0 0 32 29 0 0 0 0 
Total  18 100 30 100 107 100 4 100 11 100 
Source: State Ministry of Health Survey Report, 2010. 
With the exception of pharmacists, no medical specialists are solely in the public sector or only 
in private practice. All of the specialists and dentists, 71% of general doctors and 27% of 
pharmacists in the State combine working in the public and private sectors. Thirty three percent 
of deputy specialists and 29% of general doctors work with NGOs, and the majority of 
pharmacists are in the private sector, most of them in El Fasher town.  
 
According to an interviewee (2-2, 09 December 2010, El Fasher) in El Fasher teaching hospital:  
Most doctors in public health facilities left to work in the private sector, especially 
with NGOs where the work environment is much better than in the public sector 
and also the salaries are much better. Therefore patients face difficulties to get 
consultations in public health facilities because the doctors are not available. At the 
same time, they are not able to get consultations in private health clinics because of 
the expense. Therefore most poor patients seek consultation and treatment from 






5.2.1.3 Distribution of other health workers at district level in North Darfur State  
The State also has an unequal distribution of other health workers such as nurses, medical 
assistants and technicians, especially in rural hospitals in the districts. This is shown in 
Table 5. 8 below. 
Table 5. 8 Distribution of other health workers at district level in North Darfur State. 














El Fasher   787 880 252 268 322 3.2 3.6 4.2 
El Koma 29 574 0 0 0 0 0 0 
Kalamondo 71 098 0 0 0 0 0 0 
Millet 125 771 10 26 47 0.8 2.2 3.8 
Dar El 
Salam 
109 456 0 10 8 0 1 0.8 
El Malha 64 113 0 18 6 0 3 1 
Kutum 196 942 10 31 73 0.5 1.6 3.8 
El Siraf 73 840 0 4 8 0 0.5 1.1 
Saraf Omra 119 456 0 0 0 0 0 0 
El Liyit 93 878 6 13 6 0.7 1.4 0.7 
El Towasha 89 704 2 8 13 0.23 0.9 1.5 
Umm 
Kaddada 
89 895 6 20 36 0.7 2.3 4.1 
El Tina 0 0 3 7 0 0 0 
El Waha 64 113 0 6 0 0 1 0 
Kabkabeiya 197 446 7 29 52 0.37 1.5 2.7 
Total  2 113 626 293 436 578 1.4 2.1 2.8 
Sources: Central Bureau of Statistics, 2008 and Fieldwork, December 2010. 
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Districts such as El Koma with 29 574 people and Kalamondo with 71 098 people have no 
personnel at all. By contrast, El Fasher has 252 technicians, 268 medical assistants and 322 
nurses, serving a population of 787 880 residents, which yields an average of about four medical 
workers for every 10 000, well below the WHO standard of 12 (Bateman, 2007:1022). But, in 
reality, the ratio in El Fasher is even less favourable, since, as has been discussed, many in other 
districts travel to El Fasher for medical treatment.     
  
A main reason for this problem of unequal distribution of health workers is that few are prepared 
to be based in many of the less secure districts. As an interviewee (2-3, 26 December 2010, El 
Fasher) in the State Ministry of Health stated:  
The districts cannot recruit personnel, especially those more affected by conflict. 
Therefore those who are recruited from urban areas tend to avoid going to district 
areas because of instability and insecurity. This precipitates a problem resulting in a 
lack of health manpower in the rural areas, as it would be a disadvantage for health 
personnel to go to remote areas in terms of career development and income.  
 
Most health workers are concentrated in El Fasher district, as shown in Table 5.9 below. 
Table 5.9 The ratio of health workers in El Fasher district, as compared with other districts in 
North Darfur State, 2010.  
Type of health worker  Ratio of health worker between El Fasher district and other 
districts 
El Fasher district Other districts 
Technician 81% 19% 
Medical assistant 63% 37% 
Nurses 55% 45% 
Public Health Inspector            61% 39% 




In North Darfur State, 81% of technicians, 63% of medical assistants, 55% of nurses and 61% of 
public health inspectors are in El Fasher district.   
 
Regarding this, an interviewee (2-4, 28 December 2010, El Fasher) in the State Ministry of 
Health stated that:  
There are three main reasons leading to health staff being concentrated in El Fasher 
district or El Fasher town. The first is due to insecurity issues due to the conflict. 
The second is the low salaries which health staff earn in district hospitals. The third 
is the poor working conditions in district areas, ranging from working in conflict 
areas to inadequate facilities and shortages of essential medicines. These are the 
most pressing problems facing health care staff and which have created an 
imbalance in health staff distribution among the districts in North Darfur State.  
 
An earlier study by WHO (2000:78) noted that without functioning facilities, diagnostic 
equipment, and medicines, even if staff skills are high, the delivery of services will still be poor. 
The motivation of health staff depends not only on working conditions. Financial payment and 
other benefits are also important, as are the overall management of staff and the possibilities for 
professional advancement. 
     
According to an interviewee (2-5, 05 January 2011, El Fasher) in the State Ministry of Health:  
The State Ministry of Health faces shortages of health staff; therefore preparations 
need to be made to improve the capability and the number of health staff available 
in the State, especially at rural hospitals and health centres at district areas. Human 
resources availability and development is not something that can be hurried but it 
should be started as soon as possible. Both in the State and externally, professional 
training should be supported by the Federal Ministry of Health and other partners 
such as donors and NGOs. 
 
One of the biggest challenges to date in North Darfur State has been the unequal distribution of 
medical professionals and health workers between urban and rural areas. In order to make 
99 
 
positions with the Ministry of Health more attractive, financial incentives need to be considered 
as well as trying to create an attractive working environment with appropriate medical equipment 
and enough medical supplies. But apart from quantity, that is, the numbers of health staff, quality 
is also a significant factor.    
5.2.2 Lack of training  
The quality of the health service in North Darfur State is poor partly due to inadequately skilled 
personnel.  
 
According to an interviewee (2-6, 21 December 2010, El Fasher) in the State Ministry of Health: 
The issue of quality of health service staff in North Darfur State has two main 
aspects: technical competency; and human attitude. People‟s satisfaction and 
responsiveness is related to the aspect of human attitudes. Supervision and 
performance appraisal should be established in each State Ministry of Health and 
service providers should be oriented towards a courteous and kind attitude from the 
beginning of their career. This is not found in the State administration system. 
Therefore North Darfur State does not have sufficient trained health staff.  
 
This is confirmed by the SMoH survey report (2010), which stated  that: most health workers are 
not trained; 85% of administrators have no training in their field; 66% of nurses were not trained 
after graduation; and 65% of general doctors do not receive training after graduation. Table 5.10 
below indicates the extent of training in the health sector.     
Table 5.10 Number of trained health cadres in North Darfur State in 2010.  
Type of health cadre  No of health cadres No of trained health 
cadres 
Percentage of trained 
health cadre 
General doctor  107 37 35% 
Medical assistants  436 165 38% 
Technicians  293 102 35% 
Nurse  578 200 34% 
Total  1414 504 36% 




The percentage of trained health cadres in North Darfur State is low, especially for nurses, 
technicians and medical assistants, 34%, 35% and 38% respectively. Moreover, only 35% of 
general doctors had received further professional training after graduation. However, NGOs 
working in the health field play an important role in training health staff on emergency treatment 
and war surgery, especially those working in rural areas and IDP camps. 
 
According to an interviewee (2-7, 15 January 2011, El Fasher) in the State Ministry of Health: 
Due to the conflict cost among other things, the health workforce in North Darfur is 
still operating under emergency management. The effective performance of the 
human resources in the health sector is hampered by a series of structural 
bottlenecks and imbalances in the health system. For example, in limited resource 
situations, the state is still investing in operating expensive tertiary level facilities 
rather than in more efficient and affordable primary care services. In the shift to 
support policy-and health systems development, a substantial part of the WHO 
budget is being spent on training health workers who are not able to use what has 
been learned to improve their work performance. 
 
This view was confirmed by another interviewee (1-5 23 December 2010, El Fasher) working in 
the State Ministry of Health as a co-ordinator of NGOs:  
Health staff in the State are inadequately trained, poorly paid and work in outdated 
facilities with constant shortages of equipment. Therefore most qualified health 
staff have migrated abroad and since conflict started in the State in early 2003, 
approximately 50% of qualified health staff have moved into the private sector. The 
content of health staff training needs to be developed in relation to their actual job 
content and, generally, supply often needs to be attuned and supported from the 
Federal and State Ministries of Health and NGOs to meet employment 
opportunities. 
The scale and level of training of health personnel in the public sector is related to funding 
provided by government.  
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5.3 Health financing: funding and expenditure  
In Sudan, the government allocates the majority of funding to security and not to social services 
such as health. For example, according to Mohamed (2007:41), in 2002, military and security 
spending in Sudan took up a significant proportion (32%) of public recurrent expenditure, while 
the allocation for health stood at a lower level of government expenditure. Efforts to increase 
health service efficiency and revenue have often been frustrated, as the availability of funds in 
Sudan remains a major constraint on health policy processes, especially as the health services are 
mainly financed by government, together with some support from international donors. The 
financial context of the health sector is conveyed in the Table 5.11.  
Table 5. 11 Health services expenditure in Sudan, 1997–2009. 
Measures of expenditure Year 
1997 2000 2003 2006 2009 
Total expenditure on health as a percentage 
of Gross Domestic Product 
3.8 3.8 4.3 4.9 7.3 
General government expenditure on health as 
a percentage of general government 
expenditure 
11.9 8.6 9.1 6.6 9.8 
Per capita total expenditure on health at 
average  exchange rate (US$) 
13 13 21 95 95 
General government expenditure on health as 
a percentage of total expenditure on health 
22.4 34.5 43.2 33.2 27.4 
Private expenditure on health as a percentage 
of total expenditure on health 
77.6 65.6 56.8 66.8 72.6 
User fees expenditure on health as a 
percentage of private expenditure on health 
92.8 95.9 96.3 93 96.2 
Externally funded expenditure on health as a 
percentage of total expenditure on health 
1.7 2.4 2.2 8.7 3.2 
Sources: World Health Organization Report, 2006b and 2011. 
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As shown in Table 5.11 above, the total expenditure on health as a percentage of Gross Domestic 
Product almost doubled from 3.8% in 1997 to 7.3% in 2009.  
 
Total government expenditure on health in 1997 was 11.9%. This decreased by 2.1% to 9.8% in 
2009. Therefore Sudan is very far from achieving the 15% share of government expenditure on 
health services, agreed upon by the member states of the Organization of African Unity (OAU) 
to improve their health sectors (OAU, 2001: 5, and WHO, 2008b:15). 
 
Government expenditure on health as a percentage of total expenditure on health in 1997 was 
22.4%. This increased to 34.5% in 2000 and increased again to 43.2% in 2003. However it 
decreased dramatically to 27.4% in 2009. This suggests that the majority of health expenditure 
comes from other sources. The share of external funding rose systematically, from 1.7% in 1997 
to 8.7% in 2006. These were the years of civil conflict. But then the level of assistance fell to 
3.2% in 2009, a reduction of 5.5%.  
 
Private expenditure on health was 77.6% of overall expenditure in 1997, dropping to 56.8% in 
2003, which then grew again to 72.6% in 2009. More noticeable still, however, is that much of 
this private expenditure comes from payment of user fees, over 90% since 1997, reaching 96.2% 
in 2009. This is a substantial portion of overall expenditure in health, as Table 5.12 reveals.  
 
Table 5.12 User fees expenditure as a percentage of total expenditure on health in Sudan, 1997-
2009  
Health services financing indictors Year 
1997 2000 2003 2006 2009 
Private expenditure on health as a percentage of 
total expenditure on health 
77.6 65.6 56.8 66.8 72.6 
User fees expenditure on health as a percentage 
of private expenditure on health 
92.8 95.9 96.3 93 96.2 
User fees expenditure as a percentage of total 
expenditure on health  
72 62.9 54.6 62.1 69.8 




As can be seen, almost 70% of all expenditures in the health system comes from those who pay 
for the services that they receive.   
5.4 Comparison of funding for Ministry of Health in North Darfur State with 
other Ministries, 2000-2009  
North Darfur State is a poor region which has felt the effects of civil conflict over the past 
decade. In these circumstances, how much priority has the State government given to health in 








Table 5.13 The distribution of budget by percentage among the different Ministries in North Darfur State, 2000 - 2009.  







Health  Education  Culture, youth 
and sports 
Local government 
and civil service 
Finance  State 
government: 
general 
allocation   
Districts  
2000 18.2 9.5 7.6 15.7 4.5 6.2 10.2 23.7 27.1 
2003 6.4 7.5 6.2 12.7 3.5 6.1 11.2 31.7 21.1 
2006 7.4 7.2 5.4 11.7 2.8 3.5 10.8 36.6 22 
2009 8.6 6.8 5.6 11.9 3.2 3.1 11.4 38.2 19.8 









The budget allocation on health in North Darfur State has declined steadily from 7.6% of 
overall expenditure in 2000 to 5.6% in 2009. By contrast, the sum reserved for general 
allocation, which is mainly for security measures, has grown substantially, from 23.7% in 
2000 to 38.2% in 2009.  
 
Therefore the reasons for the discrepancy between overall health expenditure and 
availability of funds at local level needs to be understood in order to identify strategies for 
improving the low efficiency of the system. 
5.5 The sources of health services financing in North Darfur State   
As was discovered when investigating Sudan, in North Darfur State, too, there are various 
sources of funding for the health system, as Table 5.14 indicates.     
Table 5.14 Health finance in North Darfur State, 2003 - 2009. 
Year  Total budget for 
health  in millions 
of Sudanese  














2003 327 40.3 7.7 30.6 21.4 
2006 480 37.5 12.5 31.3 18.7 
2009 1 134 26.5 7.4 52.9 13.2 
Sources: State Ministry of Health Financial reports 2006 and 2009.  
 
According to an interviewee (2-8, 23 December 2010, El Fasher) in the State Ministry of 
Health finance division: 
Due to the decentralization of the health system in Sudan, the state 
governments are primarily responsible for the funding and delivery of health 
services. Yet, the amount and type of public financing is jointly determined 
by both the central and state government. However the state government 
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bears a large proportion of total government health expenditure, with the 
federal government accounting for only a small proportion.  
 
As was discussed in Chapter Three, there are a set of structures that in principle draw 
together the Federal and State governments in deliberation over health matters. The 
statistics in Table 5.14 contradict the interviewee‟s view. The Federal government‟s 
contribution to the health budget in North Darfur State is much greater than that of the 
State government: 40.3% as opposed to 7.7% in 2003, leading to 26.5% versus 7.4% in 
2009, although in 2006 the State‟s share rose to 12.5%.  The North Darfur State 
government then is very reliant on Federal support. But it is also noticeable that the 
Federal government‟s contribution has declined significantly since 2003. This has not been 
reflected in monetary terms, however, since the overall sources of funding on hea lth 
almost quadrupled over a six-year period. 
 
What is listed as other external support in the State Ministry of Health statistics are user 
fees. This has also declined over the years, from 21.4% in 2003, to 18.7% in 2006, to 
13.2% in 2009. Again, the source of payments in monetary value has remained fairly 
constant throughout. What is more telling is the indication in 2009, for example, that 
revenue from user fees was nearly twice as much as the contribution from State 
government and 50% of the federal government‟s provision.  
 
Also as seen in Table 5.14, external financial support for health care in North Darfur State 
is substantial, and it has become increasingly so, from 30.6% in 2003 and 31.3% in 2006, 
growing even more to 52.9% in 2009. The State is therefore greatly dependent on the role 





Figure 5.3 Relative financial support by NGOs to health services in North Darfur State in 
2009. 
Source: State Ministry of Health Financial Report, 2009.  
 
As shown in the Figure 5.3 above, the main financial support from NGOs for health 
services in North Darfur State comes from WHO and UNICEF, which contribute 34.4% 
and 48.2 % of total health expenditure respectively.  
 
The statistical portrait of sources of financing on health was confirmed in most of the 
interviews. According to an interviewee (2-9, 15 January 2011, El Fasher) in the finance 
division in the State Ministry of Health: 
The State Ministry of Health faces big challenges to finance health services 
in the State. Most people are not able to access health services by paying. In 
the meantime, the government is not able to provide free health services in 
the public sector because of financial problems. Therefore since the conflict 
started, the State Ministry of Health is depending completely on donors and 
international NGOs to support it. Currently the situation of financing health 
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services is a little better than when the conflict started because the 
government makes a big effort to increase financing to provide health 
services to the all people in North Darfur State. 
 
Ten of eleven interviewees disclosed that the financial situation of health services in the 
State is very bad and that the government is not able to provide enough funding to finance 
curative health services. Without support from donors and international NGOs, the 
government cannot provide curative health services to IDPs and all the poor affected by 
conflict. Only one interviewee stated that although there is a scarcity of funds to finance 
curative health services in the State, the government has been making a considerable effort 
and that the situation is now better than when the conflict started in 2003.  
 
Besides relying on international NGOs, what is noteworthy is North Darfur State‟s 
dependency on private user fees. This will now be explained in more detail.  
 
5.6 Private users’ fees for curative health services in North Darfur State  
The Sudanese government claimed that the objective for the imposition of user charges 
was to improve the quality and efficiency of the health services but in reality it has been to 
compensate for the cutback in government spending. In Sudan, the payments of user‟s fees 
are around 92-96% of total health expenditure (WHO, 2006a:27-28), (see Table 5.2). In 
North Darfur State, 70-80% of the cost of teaching hospitals were offset by user fees (State 
Ministry of Health Financial Report, 2009).  
 
According to the State Ministry of Health Finance Report (2009), the health centres and 
clinics were allowed to retain only 20% of their revenue from user fees, and hospitals 40%. 
The rest, the majority, was sent to the State Ministry of Health. This occurred while health 
institutions such as rural hospitals and health centres in district areas were facing 





There is no data available on household health spending in North Darfur State. According 
to the SMoF Report (2009), 80% of residents earned less than 400 Sudanese pounds, or $ 
114 per month. Curative health service in the public sector is not free, except in the health 
centres serviced by international NGOs in the IDP camps surrounding the big towns in the 
State. The initial consultation with a doctor in a public facility is free. Drugs are provided 
free of charge in an emergency department for the first 24 hours of admission (WHO, 
2006a:21). In the private sector for a consultation a patient needs to pay 25 pounds (US$ 
7). All in all, bills of 100-150 Sudanese pounds (US$ 29-43) are not unusual for treatment, 
which is unaffordable for the lowly paid and the unemployed.   
 
According to an interviewee (1-6, 15 January 2011, El Fasher) in El Fasher Teaching 
Hospital: 
The user fee varies according to the level of care. At the first contact level 
(primary health units, dressing stations and dispensaries) where the provider 
is a community health worker, a trained nurse or a medical assistant, the 
consultation is free. Nevertheless, users have to pay for simple diagnostic 
tests like blood films for malaria and urine or stool tests, in addition to the 
cost of medicines.  
 
According to an interviewee (1-7, 18 January 2011, El Fasher) based at a private health 
clinic, „the consultation fees and medical costs in the private sector are very high for the 
ordinary person to get treatment. Because 80% of people in the state are poor, they are not 
able to get treatment from a private clinic‟. When asked why he made the consultation fees 
very high, this interviewee said that this is because of high taxes imposed by government. 
The high price of medicines, he said, is because most of them come from other countries 
such as Egypt and Jordan. Because of such expensive of medicines, 80% of rural people 
use traditional medicine. 
 
The teaching hospital in El Fasher lacks many of the basic supplies that are necessary for 
providing proper medical care for patients, particularly for those with chronic diseases 
such as diabetes, TB and HIV. Therefore patients are required to pay for almost everything 
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needed for their medical treatment. This leads to an increase in hospital bills, placing a 
heavy burden on the patient and their family members.  
 
In addition, if the relatives of patients wish to visit them in public hospitals such as El 
Fasher, they each have to pay an entry fee of about one Sudanese pound in the reception 
area. This cost is a further barrier to support for those who can least afford it.   
 
5.7 The consequences of the lack of public financial resources for 
delivering curative health services  
One consequence of the very limited government budget for health is that employees in the 
public sector are encouraged to supplement their incomes elsewhere, otherwise they might 
leave government service altogether.  
 
According to an interviewee (2-10, 15 December 2010, El Fasher) in the State Ministry of 
Health finance division: 
Insufficient government funding for public health services has kept 
physicians‟ salaries very low, 600 Sudanese pounds per month (US$ 171) 
compared to what other equivalent professionally trained persons can earn in 
the private sector which is 2 100 Sudanese pounds per month (US$ 600) 
Therefore medical officers in North Darfur State tend to work at private 
hospitals after they finish their duty at public hospitals, in order to increase 
their monthly income.  
 
Since staff are not highly paid in the public sector, in order to supplement their income the 
government allows doctors and technicians to work in private practice after their official 
working hours. This policy is abused by many of the workers, as many of them tend to 
work in the private sector during official working hours, thus impeding the provision of 




This was confirmed by an interviewee (2-11, 12 December 2010, El Fasher) in El Fasher 
hospital who stated that: „when patients come to the hospital in the morning they will find 
the doctors around, but when the patients come after 10 a.m. they do not find any doctors 
around; usually the doctors go out for breakfast and after that they will go to their own 
private clinics‟.   
 
The WHO (2003:17), notes that most informants indicate that federal and state funds are 
scarce and are often insufficient to cover the totality of recurrent costs. Consequently, 
salaries are paid irregularly, especially outside Khartoum. Thus not only are salaries low in 
the public sector, but also their payment is not guaranteed.   
 
A second consequence of the lack of public funds is reflected in a public health service 
which has been unable to meet the needs of the people and therefore has, in effect, 
transferred some of this responsibility to the private sector. The quality and prices of care 
in the private sector is often criticized, although it is perceived by the users to be better 
than government services. According to an interviewee (1-8 12 December 2010, El Fasher) 
working in a private health clinic:  
The curative health service in the private sector is of good quality and very 
easy to access for rich people, but it is not easy for the poor to access because 
it is very expensive. For example, to see a general doctor will cost a patient 
around 25 Sudanese pounds, (US$ 7). To see a specialist doctor will cost a 
patient around 50 to 70 Sudanese pounds, (US$ 14-20). This price does not 
include the cost of laboratories and drugs. These prices are affordable for 
those working in the public sector, but for those working in the private sector 
they are not. 
 
Thirdly, financial factors have helped to cause a regional imbalance. Medical personnel are 
scarce in rural areas, and many of them have come to give more emphasis to private 
practice rather than public service.  Moreover, in mid-2011 the federal government took the 
decision to concentrate all the public teaching and specialist hospitals in Khartoum. The 
costs of maintaining these facilities is planned to be subsidised by the State governments. 
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In health terms, this further disadvantages those who live in North Darfur State since they 
would have to bear the costs of additional travel to and accommodation in the national 
capital, a distance of about a thousand kilometers. These consequences are themes that will 
be addressed again in Chapter Eight.     
 
 5.8 Health service expenditure in North Darfur State, 2000- 2009       
The Ministry of Health in North Darfur State in its report for 2009 made four general 
points concerning expenditure on health. First of all, government expenditure on the war 
effort has seriously diminished the health budget for recurring expenditure. Secondly, 
health services mainly fund curative care. Thirdly, the districts receive relatively little 
financial support. Fourthly, resources flow mainly to El Fasher.  It is difficult to analyse 
these four factors more precisely since the official data on health financing is deficient, 
especially at district level. However, a general pattern of public health expenditure in 
North Darfur State can be determined, as Table 5.15 shows.   
Table 5.15 Distribution of the public health budget in North Darfur State, 2000-2009. 
Year Salaries 
(%) 
Appliances and equipment 
(%) 
Other kinds of expenditure 
(%) 
2000 92.3 2.6 5.1 
2003 93.7 3.2 3.1 
2006 91.6 4.4 4.0 
2009 98.8 0.6 0.6 
Sources: State Ministry of Health Financial Reports, 2006 and 2009. 
Well over 90% of the State‟s health budget is allocated for salaries. This leaves very little 
available for appliances and equipment, or for any other service.   
5.9 Conclusion 
To assure the clinical quality of curative health services, sufficient, fully trained health 
staff need to be available as well as adequate financial resources. This has not happened in 
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North Darfur State. The Sudanese government‟s and WHO‟s norms and standards for 
health personnel have not been achieved. Health staff in North Darfur State are also not 
well distributed across all districts, with most based in the main urban area, El Fasher.  
Most of the qualified health staff also work increasingly in the private sector, or for 
international NGOs. 
The Ministry of Health in North Darfur State has had a shortage of public resources to 
finance health services. Government spending on health, at both the Federal and State 
levels, has not matched the needs of the region. Instead North Darfur State has come to 
depend on user fees and especially on international NGOs to finance health services. 
NGOs over the past few years represent the largest source of financial support for curative 
health services in the State.     
The Sudanese government‟s NHP of 2007 emphasizes the need to coordinate federal, state 
and district structures, as was explained in Chapter Three. Given the scarcity of human and 
financial resources for curative health their effective use depends on how well they are 














Co-ordination between Federal, State and District Levels in Managing 
Health Systems and Policy Implementation in North Darfur State 
6.1 Introduction  
In Sudan, the three levels of government are responsible for health services. The Federal 
Ministry of Health is responsible for formulating national policies, international relations, 
human resource development for health, health legislation and control of epidemics. A 
State Ministry of Health is responsible for planning, administration and financing of health 
services within the framework of national health policies. Districts plan and implement 
health programs at the lower level (World Bank, 2003: 58).  
Sudan, like many developing countries, has introduced decentralization. Consequently, the 
tasks of carrying out health policy have shifted from federal level to the state and district 
levels.  Besides the poor ability of all three levels of government to manage and implement 
health systems and policy effectively, there are many factors that have affected and 
weakened the co-ordination between the three levels of government in context of North 
Darfur State. These factors include the system of decentralization itself, conflict, distance 
and communication, transfer of funds and lack of trust. Such factors will be investigated in 
this chapter.     
6.2 Factors affecting health system management and policy 
implementation at federal, state and district level in North Darfur State  
 
6.2.1 Decentralization  
An understanding of what the decentralization of health services has meant in practice in 
North Darfur State was obtained from interviews with government officials. This is 
portrayed in Table 6.1 where the division of responsibilities between the three levels of 
government are indicated.        
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Table 6.1 Responsibilities of the levels of government in Sudan for core health system 
functions, service delivery, policy implementation, operational maintenance, and 
information management. 
Health system functions  Level of government 




Income generation and sources **** *** ** 
Budgeting, revenue allocation **** **** * 
Expenditure management and accounting *** **** ** 
Financial audit **** **** ** 
Human Resources 
Staffing (planning, hiring, and evaluation) **** ** * 
Contracts * **** * 
Salaries and benefits **** ** * 
Training **** ** * 
Service delivery management and policy implementation 
Health institutions and facilities management  * **** *** 
Setting standards and regulation **** * * 
Monitoring of service providers * **** *** 
Managing insurance schemes **** * * 
Contracts with health providers **** ** * 
Payment mechanisms and regulations  **** * * 
Providing services for targeted people  **** *** * 
Providing medicines  and supplies ** * * 
Policy design responsibility  **** * * 
Policy implementation responsibility * ** **** 
Policy supervision and evaluation responsibility **** **** * 
Operational maintenance 
Health facilities and infrastructure * **** ** 






Health information systems design **** * * 
Data collection and analysis * **** ** 
Information sharing with other partners  ** **** * 
*= Not responsible; **= Limited responsibility; *** = Substantial responsible; **** = 
Widely responsible  
Source: interviews, December 2010.  
As shown in Table 6.1 above, most responsibility for health services delivery, system 
management, and policy implementation, has been assumed by the federal and state levels, 
while the actual provider of health services and the implementer of health policy is the 
district level.  
6.2.1.1 Financing 
As Table 6.1 indicates, the main responsibility of health financing is shared between the 
federal and state level.  
According to an interviewee (2-1, 23 December 2010, El Fasher) working in the State 
Ministry of Health finance division:  
The central government‟s financial contribution is small but central government‟s 
influence can be considerable. Both central government and state government do 
not give a high priority to health. The lack of sufficient political commitment to 
make health a priority and the limitation of public administration means that states 
with low income find themselves fiscally constrained by two factors. Firstly, the 
central government‟s distribution of revenues across the States does not prioritise 
additional funding to poor states such as North Darfur State. Secondly, the fiscal 
space for development spending in the poor states is small and small states incur a 
large share of the obligatory expenditures, including wages, salaries etc. All these 
circumstances mean that the federal and state levels are not able to take their 
responsibilities to provide adequate financial resources to deliver quality curative 
health services and manage and implement health system and policy effectively.    
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6.2.1.2 Human Resources 
As seen in Table 6.1 the federal government is mainly responsible for offering salaries and 
benefits as well as training while State government is in charge of contracts. 
According to an interviewee (2-2, 23 December 2010, El Fasher) in the State Ministry of 
Health:  
In reality both levels [Federal and State] failed to take their responsibilities in 
providing health staff. For example, the conflict in the State since 2003 resulted in 
a severe shortage of qualified health workers of all cadres and had a negative long 
term impact on the stock of different categories of staff.  The government does not 
take any care to appoint new health staff because health service is not its priority 
right now. The stability of security comes first by paying most of its budget to 
control the security situation.  Therefore there are many hospitals and health centers 
in districts such as Kalamondo and El Waha districts without doctors. In addition to 
the shortage of health staff in North Darfur State, the majority of existing health 
workforce doesn‟t have adequate technical capacity to deliver quality health 
services and address the priority health problems and activate health system 
functions. 
6.2.1.3 Service delivery management and policy implementation 
The responsibility for managing health institutions and facilities and monitoring service 
providers belongs, as seen in Table 6.1, to the State and district levels, but the issue is 
whether they are able to carry this out. The responsibility for contracts with health 
providers, payment mechanisms and regulations, providing services for targeted people 
and providing medicines and supplies are mainly transfers from the federal government, 
but in reality these are left for State and district levels, as was disclosed by interviewees.   
According to an interviewee (2-3, 23 December 2010, El Fasher) in the Federal Ministry of 
Health:  
The federal level has a right to sign contracts for international NGOs and donors to 
provide health services especially in conflict-affected areas such as North Darfur 
State. This is not difficult for the government because it does not cost them any 
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money, but problems come when the federal level takes the responsibility for 
payment mechanisms and regulations and is not able to activate this task. The 
health administrators at State level are complaining about the system of payment. 
For example, some State administrators receive their salaries very late and no one 
at the federal level cares about this. This has resulted from the weakness of the 
payment mechanism system. Also sometimes the transfer of health equipment from 
federal to state to district level takes months to arrive.  
The interviewee also mentioned that: 
The regulations are not active even at federal level let alone at the state and district 
level. Providing services for targeted people who are affected by conflict or 
epidemics is the responsibility of international NGOs, not federal or state levels. 
Currently the public health facilities have been supported by NGOs in providing 
medicines, especially life-saving drugs and other necessary supplies such as 
electricity to the poor and vulnerable people in North Darfur State.  
 
According to Table 6.1 the federal government is responsible for policy design. 
Supervision and evaluation are shared between federal and state levels, while districts are 
mainly responsible for implementing policies. How this was realised in practice was 
expressed in interviews with public health officials in all three levels of government.       
 According to an interviewee (2-4, 3 February 2011, Khartoum) in the Federal Ministry of 
Health:  
Sudan applied decentralized administrative procedures to the lower levels but 
it is still strengthening central control over policy design and budgetary 
activities; decentralization is very sensitive in that it is concerned with the 
distribution of power and the locations of resources. The implementation of 
NHP in a decentralized system requires strong political commitment to 
achieve a good result. In North Darfur State, the State Ministry of Health is 
unwilling to implement NHP effectively because state and district authorities 





According to an interviewee (2-5, 22 December, El Fasher) in the State Ministry of Health: 
Poor states such as North Darfur State do not have enough resources to meet 
their commitments regarding their responsibility to implement health policy 
successfully. In North Darfur State we struggle with insecurity regarding the 
financing of health services. We also don‟t have enough health administration 
staff and those that we do have don‟t have any training in how to manage and 
implement health systems and policies. Since 2002 we haven‟t received any 
budget from federal government for development of the health sector, and 
without these budgets, we are unable to manage and implement health 
systems and policies in the State.  
According to an interviewee (1-1, 26 December 2010, El Fasher) in El Towasha district 
hospital:  
We don‟t have administration staff to control health policy implementation. 
I‟m a doctor and administrator at the same time and I‟m busy treating 
patients; I don‟t have time to manage health policy as well. The authorities at 
state level don‟t consult us when they are designing health policy and we are 
responsible for its implementation; we should be involved at the decision-
making stage of health policy design. 
 
According to an interviewee (1-2, 21 January 2011, El Fasher) in El Malha district 
hospital: 
A decentralized health system without qualified administration staff, good 
means of transport, modern equipment and enough funds to finance health 
services and to pay for health staff, cannot succeed at district level and 
achieve its objectives. We constantly complain about the poor situation of the 
health service delivery system, especially at district level. Implementing 
health policy in decentralized structures in North Darfur State represents an 
arena of struggle between a local level wanting more funding and autonomy, 




6.2.1.4 Operational maintenance 
Operational maintenance of health facilities and infrastructure, provision of vehicles, 
equipment, and communication tools, is mainly the responsibility of State government, as 
Table 6.1 indicates.  
 
According to an interviewee (2-6, 20 December 2010, El Fasher) in the State Ministry of 
Health:  
Because North Darfur State experienced a lack of natural, human and economic 
resources as well as conflict, the health facilities infrastructure became very poor. 
Health facilities, especially in rural areas, were looted and destroyed and other 
health infrastructure issues still beleaguer the existing health facilities, including 
inadequate and/or complete lack of medical equipment, transport and 
communication equipment, water and energy, all of which are required for the 
health infrastructure to be fully functional.  
 
6.2.1.5 Information management 
Designing information systems for the health sector is very much the responsibility of the 
federal government, whereas operationalising the systems, that is, collecting, analysing and 
disseminating the data, is left mainly to the state level. This division of roles is indicated in 
Table 6.1. But in practice there seems to be confusion and uncertainty.   
 
According to an interviewee (2-7, 05 January 2011, El Fasher) in the State Ministry of 
Health:  
In the State Ministry of Health here we don‟t have any kind of effective health 
information system. The health administrations at state and district levels are 
writing reports describing the situation of health service delivery but even these 
reports are not coming to the State Health Ministry regularly and at the federal 
level they didn‟t even ask for reports from State level.  Therefore the 
communication across the district, state and federal levels is weak and is 
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characterized by inadequate and inconsistent reporting, information gathering and 
feedback. This has resulted in a lack of clarity among health staff of key health 
policies, poor information sharing, and inadequate use of evidence to support 
planning and decision making. This undermines health system and policy 
development, stakeholder engagement, and policy implementation on the ground.  
 
The interviewee also mentioned that:  
The monitoring and evaluation of the health system has the following challenges: 
poor coverage of information technology equipment to analyze and process data in 
the states; limited power sources such as electricity especially outside El Fasher 
town; communication and transportation problems for data to be transmitted from 
the collection to the processing points and no effective delegation for decision- 
making and action.   
 
In general 90% of interviewees at federal, state and district level stated that the 
decentralized systems in Sudan and the effectiveness of health system management and 
policy implementation face many challenges. These are: shortages of trained human 
resources; a high turnover of existing qualified staff; inadequate office facilities; and 
limited financial resources within the State Ministry of Health and within health 
institutions at district level. Overall, data collection, reporting, use, and storage were a 
serious constraint hindering proper monitoring and evaluation of the implementation of the 
decentralization strategy at State and district levels.  
 
This confirms recent research by El-Saharty et al (2009:33-34), which stated that the 
decentralization policy in Sudan created opportunities for local governments to be 
responsive to local challenges but it also created a major challenge in ensuring that 
national priorities were adequately funded in regional and district plans. Weak 
management capacity, in particular at the district level, stood out as a key constraint to 
governance in the health sector. Rapid staff turnover affected health sector management at 
all levels and was arguably the most common and serious bottleneck in the country‟s 
efforts to implement health service delivery policy. The key lesson learned was the need to 
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strengthen planning and management capacity at all levels, El-Saharty et al (2009:33-34) 
suggested. At federal level, all interviewees in this study stated that the decentralized 
health service delivery system in Sudan has not received adequate financial support, 
trained administration staff, or facilities, and this has led to failure in improving the overall 
performance of health services.  
 
At state level, 94% of interviewees, administrators and professionals indicated that without 
sufficient funds coming from federal level, policy implementation in North Darfur State 
was affected, which led to state and district authorities being unable to carry out their 
responsibilities properly. All the interviewees at State and district level also pointed out 
that they did not have enough skills and knowledge on how to manage policy 
implementation. Therefore the implementation of health policy is failing in the 
decentralized system, interviewees say, because of a lack of sufficient knowledge on how 
decentralization can contribute to improving the performance of the health system.  
     
At district level, which bears responsibility for health policy implementation, 81% of 
interviewees disclosed that the decentralized system, coupled with scarce financial 
resources, lack of administrative health staff, and a lack of transport facilities, such as 
vehicles, and communication equipment, such as telephones, are the main factors blocking 
health policy implementation.   
 
These general factors which have undermined the decentralization of the health system in 
North Darfur State have been made more complex by the ongoing conflict in the region.  
6.2.2 Conflict  
The conflict in North Darfur State has resulted in massive population displacement and 
widespread insecurity. This has consequently led to the further deterioration of the already 
undeveloped health system and infrastructure in the State (WHO, 2007a:64). The fragile 
health service system in Darfur was unprepared for the large influx of people requiring 
health care and the need for health services infrastructure became obvious, as only primary 
health care facilities were established in IDP camps and in some small towns. The State 
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and local rural hospitals in Darfur were unable to sustain their programmes to provide free 
treatment to IDP camps and the conflict-affected people (WHO, 2007b:4).  
 
In this regard, 89% of interviewees at federal and State level, and 95% at district level 
disclosed that the conflict weakened the infrastructure of health services in North Darfur 
State. Most of them also indicated that this caused the marginalization of the Darfur region 
from national government, together with the civil war that started in the region in the 
1980s and ended in serious conflict between rebel groups and government forces in 2003. 
This is confirms the FMoH Report (2007a:15), and the SMoH Survey Report (2010), 
which both stated that the conflict in North Darfur State has either destroyed much of 
health infrastructure or left it in need of maintenance and repair.   
 
There have been reports of destruction of rural hospitals and clinics, increased absence of 
health care providers at these health facilities, blockades of essential drugs and other health 
commodities into certain health facilities, and difficulties in conducting supervision and 
monitoring visits by State health officers at district level (State Ministry of Health Survey 
Report, 2010). These factors have all impacted health policy implementation in the State. 
This was confirmed by 95% of interviewees at all levels of government. 89% of 
interviewees at State level and all interviewees at district level disclosed that health policy 
implementation has failed completely due to conflict.   
 
According to an interviewee (1-3, 11 January 2011, El Fasher) in the State Ministry of 
Health: 
The conflict which exploded in North Darfur State has affected health policy 
implementation. This is because health policy is designed at federal level and 
needs to be monitored and implemented at district level. We don‟t have 
enough funds or enough qualified administration health staff to send them to 
the districts to evaluate the situation there and even if we send teams from the 
State level, they cannot reach the health centres and basic health units at 




Brinkerhoff (2008: 6), has pointed out that sustainable health service delivery capacity, 
and efficient management systems and policy, along with effective policy making and 
health governance, are necessary for conflict-affected states to establish sustainable 
development of their health sectors. 
  
According to another interviewee (2-8, 05 January 2011, El Fasher) working in the State 
Ministry of Health:  
The conflict in North Darfur State affected every aspect of the health service 
delivery system in the State, such as limiting the human, material and 
financial resources for the implementation of health services policy. In the 
long-term the government should take the responsibility to improve and 
reform its health system and policy, so as to provide quality free medical 
treatment to all people in need of health services. In the short-term, quality 
health services delivery to the population needs strong collaboration and co-
ordination between all stakeholders; the Federal Ministry of Health, the State 
Ministry of Health, NGOs, and the community.  
 
According to an interviewee (2-9, 07 January 2011, El Fasher) in the State Ministry of 
Health:  
North Darfur State has suffered from continuous civil war since 1980, 
between sedentary farmers and nomads in competition for natural resources. 
In 2003, war broke out between rebel groups accusing the Khartoum 
government of marginalizing the Darfur region. This led to successive waves 
of massive population movement, coupled with drought and land degradation 
and severe loss of human resources (brain drain), especially in the health 
sector. All these factors have severely affected the health infrastructure and 
health status in the State. The conflict delayed development projects, 
including the health sector, most health facilities having been destroyed or 




He also disclosed that health workers struggle to cope due to the conflict. For 
example, in October 2009 the rebels were accused of attacking the joint teams from 
the Ministry of Health and NGOs, who were on their way to the Kutum district, and 
robbing them.  
6.2.2.1 Consequences of conflict on curative health service delivery    
According to the interviewees, conflict in North Darfur State has had a negative impact o n 
curative health service delivery, health system management and policy implementation. 
This has been through creating poor conditions for health workers and by destroying most 
health facilities and communications, especially in rural areas. An additional impact is the 
lack of financial resources, because, as was explained in the previous chapter, government 
revenue has increasingly been directed to control the security situation.  
 
The consequences of conflict on curative health service delivery system management and 
policy implementation in the State are outlined in Table 6.2. These factors emerged from 
the interviews that were conducted with health personnel in the public sector.     
Table 6.2 The consequences of conflict for curative health service delivery system 
management and policy implementation in North Darfur State.  
 
Inadequate resource availability: 
 Financial  
1. Diversion of resources to security issues.  
2. Reduced revenue for social services in general and health in particular. 
3.  Increased level of dependence on NGOs and donor funds.   
 Health workers: 
1. Injured and kidnapped. 
2. Displaced to urban areas, capital of country and out of country. 
3. Poor morale. 
4. Poorly paid, if at all especially those working in government sector. 
5. Disrupted training and supervision. 
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 Equipment and supplies: 
1. Lack of maintenance. 
2. Lack of drugs. 
3. Reduced provision of modern technologies. 
4. Inability to maintain cold chain due to unavailability of electricity. 
 Service Infrastructures: 
1. Destruction of clinics and basic health units.  
2. Destruction of bridges. 
3. Lack of electricity supplies. 
4. Disrupted referral and communications in general.  
Management and organization of health service delivery: 
1. Diversion from development based programs to emergency care. 
2. More centralized, urban-based, vertical programmes and ignorance of horizontal 
programs. 
3. Increased dependence on simple programs and ignorance of complex programs. 
4. Focus on the short term system. 
5. Lack of consultation on management and organization of health services.  
6. Lack of data for evaluation and decision-making. 
7. Limited management training for health staff. 
8. Lack of capability to monitor funds and resources. 
Changes in health service delivery situation:  
1. Shift from primary to secondary care, such as curative health services. 
2. Decreased activity of health service delivery in remote and rural areas. 
3. Increased provision of health service in urban areas. 
4. Disrupted campaigns of disease control, health promotion, and population 
outreach.  
5. Reduced access to and utilization of public health facilities by increasing the fees 
of health services. 




Source: Interviews, December 2010. 
 
Due to the conflict, health workers are in constant danger if they are not in the urban areas. 
Even so, they are poorly and irregularly paid if they are in government service. In dealing 
with the conflict, less government revenue has become available for the health sector, 
which has become increasingly reliant on assistance from NGOs and external donors.  
 
The conflict has led to a breakdown in health infrastructure and supplies. This has   
affected how the health system itself is managed, with an emphasis on emergency care and 
centralising treatment in urban locations. The remote, rural areas consequently receive less 
health services, where primary health care has suffered, diseases are controlled less 
effectively, and training and monitoring are neglected.    
6.2.3 Distance and communication  
Country size in decentralized systems influences the effectiveness of health system 
management and policy implementation. In a large country such as Sudan, it is difficult to 
ensure efficient health system management from the centre.  For example, the distance 
between Khartoum, where the Federal Ministry of Health is located, and El Fasher, where 
the State Health Ministry is located, is 809 km without any good roads and cheap plane 
travel. Equally, North Darfur State itself is very large; it covers an area of 296 420 square 
kilometres and it has 15 districts see figures 1.1 and 3.4. Some of these are very far from 
El Fasher, the State capital, such as: El Tina, 300 km to the west; El Malha, 200 km to the 
north; and El Liyit; 185 km to the east. Therefore 93% of interviewees at all levels stated 
that country size affected the effective management of health systems and policy 
implementation in the state. Ninety five percent of the health professionals and 
administrators working at district level also disclosed that due to the distance between 
some districts and El Fasher, they are unable to manage and implement curative health 
policy effectively. This is because there are sometimes no means of communication, 
whether phones or vehicles, and for two or three weeks they may work completely in 




According to an interviewee (2-10, 28 December 2010, El Fasher) working in El 
Malha district: 
Due to the distance from El Fasher, from where we receive our health service 
supplies, in the rainy season we sometimes go a week without some health 
supplies and drugs. As we don‟t have a vehicle of our own, we have no 
choice but to wait until private transport delivers our supplies. Also due to the 
distance, no one from the State Ministry of Health visits to check on the 
quality of health services delivery and what problems we face. As such, we 
work in very bad conditions and this prohibits us from managing the health 
system and implementing health policy as should be the case.         
 
According to an interviewee (1-4, 19 January 2011, El Fasher) working in El Tina rural 
hospital:  
Due to the distance between El Fasher and El Tina on the  Chad border (300 
kilometres), sometimes we run out of necessities such as trauma drugs and 
oxygen for two or three weeks. Due to the insecurity situation, we usually 
receive our health care needs through the African Union/United Nation 
Hybrid Operation in Darfur (UNIMED) helicopters. 
  
Due to the long distances and poor roads between Khartoum and El Fasher, and between 
El Fasher and the district administration, health service delivery staff and authorities work 
in isolation. To some extent, means of communication can overcome the challenges of 
distance. But communication in the health system in North Darfur State has itself been 
problematic.  
 
Effective communication between all levels of health service delivery is an important 
factor in the health sector. Clearly communicated channels provide direction and certainty 
for all actors and contribute to effective implementation of health policy. As shown in 
Table 6.5 below, 88% of interviewees at all levels, 83% at State level and 95% of 
interviewees at district level indicated that health system management and policy 
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implementation have been facing difficulties of poor communications tools between 
federal, state and district levels in North Darfur State.  
 
Table 6.3 Interviewees‟ responses about effectiveness of communication tools between 
federal, state and district levels in North Darfur State.    
Government level The number of 
responses 
Type of response Percentage (%) 
Yes No Yes No Total 
Federal level 3 1 2 33% 67% 100% 
North Darfur 
State level 
18 3 15 17% 83% 100% 
District level 21 1 20 5% 95% 100% 
Total 42 5 37 12% 88% 100% 
Source: Fieldwork Data, December 2010. 
 
During the interviews, health practitioners in government acknowledged that the 
implementation process suffers from communication gaps between the levels. They also 
disclosed that these gaps prevent the flow of information from lower to upper levels, 
particularly in understanding the problems which face curative health service provision at 
district level. All interviewees acknowledged that they are working in semi- isolation from 
one another because communication facilities such as public telephones, cell phones, and 
internet service are not available, especially at district level. These types of communication 
equipment are very effective and efficient in referral systems, linking all levels. Such 
equipment allows feedback to the original referral point, in order that difficulties facing 
district levels in providing and strengthening the continuity and quality of curative health 
services may be known. 
 
Such difficulties in communication were recognised earlier by the SMoH Report (2009). 
The FMoH has a co-ordination and communications office within the Directorate of 
External Assistance and Co-ordination for strengthening communication within the FMoH, 
the government Directorates, and the SMoH. However, there is still a lack of clarity on 
channels of reporting and communications, as well as a lack of a functioning 
communications protocol between federal, state and district levels. There are no systems in 
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place for regular, structured communication, either with states or with other health partners 
such as NGOs.  
 
Communication between federal and state levels is itself weak and is characterized by 
inadequate and inconsistent reporting, information gathering and feedback. This has 
resulted in a lack of clarity among health staff regarding key health policies, and poor 
information sharing, inadequate use of evidence to support decision-making and 
insufficient support provided to staff.  
 
According to an interviewee (1-5, 28 December, El Fasher) working in Kepkabiya district 
hospital:  
Due to the conflict, the communication situation between State and district is 
very difficult; because not all communications tools to communicate with 
State level are available. Some remote districts such as Kepkabiya, El Tina 
and El Malha have been using UNAMID helicopters and NGOs vehicles to 
communicate with El Fasher the capital of the State to receive some 
medicines, appliances and equipment, especially in rain seasons.  
 
According to another interviewee (1-6 27 December, El Fasher) working in El Tina rural 
hospital:  
There is limited communication infrastructure (internet, telephones and 
computers), especially at State level and a complete absence at district level. 
An internet connection is being installed in the State Ministry of Health by 
WHO but it is not accessible all the time because of unsustainable electricity 
supply and service problems which have been solved by UNAMID and other 
organization.  
 
For example, due to the lack of electricity supply in most health facilities, especially in 
rural areas, UNAMID and other international organizations try to provide electricity 




Figure 6.1 El Tina district hospital, generator provided by UNAMID (27/08/2011).   
This lack of communication undermines health policy development, stakeholder 
engagement and ownership, and health policy implementation on the ground. Without 
adequate and timely communication, between federal, state and district levels, health 
management teams cannot effectively fulfill their supervisory roles, nor manage and 
implement health policy effectively. 
6.2.4 Transfers of funds 
Given the context of the decentralized system in Sudan and the desired linkages between 
the various levels of government, federal government should fulfill its obligations to 
provide financial transfers to the State level, and the State level in turn should transfer 
finances to the district level smoothly and without delay in order to implement health 
policy effectively. As shown in Table 6.4 below, 90% of interviewees at all levels and 95% 
of interviewees at district level suggested that the transfers of funds from the federal level 
to the State, and from the State to the districts, are not working effectively. 
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Table 6.4 Interviewees‟ responses about transfers of funds from federal level to state and 
district levels in North Darfur State. 
Government level The number of 
responses 
Type of response Percentage (%) 
Yes No Yes No Total 
Federal level 3 1 2 33% 67% 100% 
North Darfur State 
level 
18 2 16 11% 89% 100% 
District level 21 1 20 5% 95% 100% 
Total 42 4 38 10% 90% 100% 
Source: Fieldwork Data, December 2010. 
 
Public officials dealing with health services in the government of North Darfur State, as 
well as those in the districts, strongly indicated, as Table 6.4 shows, that in their view 
finances are not being transferred readily from the federal to the s tate and district levels. 
This seriously compromises the delivery of health services throughout North Darfur State.  
 
According to an interviewee (2-11, 08 January 2011, El Fasher) working in the finance 
division in the State Ministry of Health:  
The fund transfers from federal government are usually delayed and we 
usually receive it around the 5th to the 10th of the month. The delay in health 
funding reaching us interrupts our health services delivery and policy 
implementation. With the situation of weak health financing by states, 
transfers from the federal level have a crucial part to play in increasing the 
amount of, reducing the inequality in, and enhancing the efficiency of health 
expenditure in North Darfur State.  
 
According to an interviewee (2-12, 03 February 2011, Khartoum) working in the Federal 
Ministry of Health:  
The national government has struggled, not only with the amount of funding 
but also with the mechanisms transferring the funds to the State level. The 
problems of transfer include delays in transferring, and some funds are 
transferred directly for the improvement of facilities and priority programmes 
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for the control of specific diseases. This situation has often led to states 
accepting the central funds for health infrastructure but being unable to 
allocate additional balancing funds for delivering quality health services and 
managing and implementing health policy effectively, according to the NHP 
guidelines and objectives.  The transfer of funds from State to district has not 
been regular and all the funds are health workers‟ salaries; there are no funds 
for developing the health sector at district level. 
 
There is uncertainty in how the health structures at each level are playing their role 
in providing and supporting health services in North Darfur State, especially during a 
period of violent insecurity. Together with difficulties of communication and 
obstacles in receiving projected transfers of public funds, this has led to a breakdown 
in trust between the three levels of government.     
6.2.5 Lack of trust between the authorities at federal, state and district levels  
According to Walker and Gilson (2004:1251), the gap between policy objectives and 
outcomes is a demonstration of how policy is recreated through the process of 
implementation, rather than an implementation failure; developing inter-personal 
competence and trust within organizations is necessary to strengthen policy 
implementation.  Health system management and policy implementation do not produce a 
good quality health service without strong relationships and high levels of trust between all 
levels, federal, state, and district, which are necessary in order to address health service 
issues and to solve problems. As shown in Table 6.7 below, 88% of interviewees at all 
levels and 95% of interviewees at district level  pointed out that there is a lack of trust 
between the authorities at federal, state and district levels regarding their responsibilities in 
managing and implementing health systems and policy. This is clearest at district level, 
where all but one interviewee indicated that the authorities at federal and State level do not 




Table 6.5 Interviewees‟ responses about the lack of trust between the authorities at federal, 
state and district level in managing and implementing health system and policy in North 
Darfur State.  
Government 
levels  
The number of 
responses 
Type of response Percentage (%) 
Trust Luck of 
trust 
Trust Luck of 
trust 
Total 
Federal level 3 1 2 33% 67% 100% 
North Darfur 
State level 
18 3 15 17% 83% 100% 
Districts level 21 1 20 5% 95% 100% 
Total 42 5 37 12% 88% 100% 
 Source: Fieldwork Data, December 2010. 
 
According to an interviewee (2-13, 27 January 2011, Khartoum) employed in the Federal 
Ministry of Health as a general manager of health policy and planning:  
The Federal Ministry of Health does not have enough qualified health 
administration staff to send to the State to train the state health staff in 
managing and implementing health systems and policy effectively, and at the 
same time, we don‟t have enough of a budget to do that. Meanwhile there is a 
lack of qualified health administration staff and we don‟t trust them to 
participate in the health policy design process because they don‟t have 
enough skills. Therefore health system management and policy 
implementation is not working properly in any of the states in Sudan, not only 
in North Darfur State.     
 
According to an interviewee (2-14, 23 January 2011, El Fasher) in the State Ministry of 
Health: 
The central officers don‟t trust the State officers in their technical skills of 
managing and implementing health systems and policy. The FMoH officials 
perceive their role to be that of the initiation of guidelines for technical 
programmes - something that they feel can be done at the Ministry 
headquarters without the need to consult state health authorities, who are not 
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qualified. If the latter must be consulted, state staff can be summoned to 
headquarters in Khartoum.  
 
This same interviewee believes that the State has little to contribute to the health policy 
process at the central level. This in turn results in a lack of participation and lack of 
ownership of policies by the people in State government who are responsible for their 
actual implementation. Further, the finalized policy guidelines have not always been 
effectively distributed to the implementers. Many complaints were heard about extensive 
interference in the operation of technical programmes in the State by the central level. A 
main complaint concerned the lack of interaction in technical support. The weakness of the 
relationship between the central and State levels, particularly with regard to technical 
programmes on managing and implementing health policy effectively, was observed at 
State level. The lack of trust in the relationship blocks fruitful collaboration between the 
federal government and North Darfur State.  
 
According to an interviewee (1-7, 19 January 2011, El Fasher) who is a bureaucrat in 
Mallit district rural hospital:  
We don‟t have administrative health staff but a specialist in health system 
management and policy implementation and he is a doctor. He knows that 
health system management is very important, especially at district level 
because the districts assumed the responsibility of health policy 
implementation. 
 
The interviewee also mentioned that:  
All this doctor does about health system management and policy 
implementation is at the end of every month to send the  State health 
department reports about the situation of health service delivery and the 
difficulties which face us. Usually when we ask them to give us some funds 
to manage and implement the health system and policy, they don‟t trust that 
we have skills to manage money and manage and implement health systems 





The interviewee also explained that:  
They are right because they didn‟t consult us about health policy design and 
its implementation process, nor about what problems we faced to manage that 
effectively. By giving communities space to make their own decisions, they 
may well manage and implement health systems and policy and be 
accountable, something that could never come from a top-down strategy.  
 
According to the interviewees, health information in North Darfur State is not produced on 
a regular basis. This challenge is broadly recognized by all the government sectors, not 
only the health sector, whether at federal, state or district level, and a major effort has been 
underway by the National Bureau of Statistics which began in 2008 but has yet to release 
final results. Therefore little progress has been made so far in improving the quality and 
availability of health information, expenditure patterns, and quality of curative service 
delivery. 
 
Even the limited statistics on the health sector are not made publicly available. In part,  this 
is due to the conflict situation in the State, since there is considerable reluctance to reveal 
information on government performance. As was discussed earlier in this chapter, 
insufficient information sharing across various health institutions at the three 
administrative levels is a fundamental weakness of the existing inter-governmental 
arrangements in North Darfur State in managing and implementing health system and 
policy. Thus information in the public health sector is limited because of a lack of trust. 
Yet this absence of trust prevents proper co-ordination between the levels of government 
in furthering curative health services in North Darfur State.  
 
6.3 Managing co-ordination between levels of government   
Without adequate communication and trust between federal, state and district levels of 
government, health management teams cannot effectively fulfill their oversight role. 
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According to most interviewees‟ views, intergovernmental co-ordination between federal, 
State and district level in managing and implementing health systems and policy in North 
Darfur State, currently face two general challenges. Firstly, the Federal Ministry of Health 
has neither the capacity nor an effective mandate to monitor and co-ordinate the State 
Ministry of Health‟s performance. It does not have practical measures to influence the 
State Ministry of Health‟s projects nor direct methods of health system management and 
policy implementation. Secondly, the State Health Ministry‟s managers perceive 
themselves as independent in the extreme with little interest in information sharing and in 
participating in joint projects with the Federal Ministry. The NHP describes the 
responsibilities of the state level as that of policy implementer, which means that they are 
supposed to work in co-ordination, not isolation. This situation is aggravated by the 
generally weak co-ordination of State and federal levels.  
 
The regular supervision of health services at lower levels by higher levels is necessary in 
order to ensure acceptable medical and administrative standards. The supervisory visits by 
government officials are seen as an effective method of health system administrative 
control of the flow of the health policy implementation process at lower levels.  
 
As shown in Table 6.6 below, 90% of interviewees at all levels and 100% of interviewees 
at district level stated that the situation of supervision of the health service delivery 
situation and policy management and implementation in the state is very weak. 
Table 6.6 Interviewees‟ responses about effectiveness of supervision of health service 





Type of response Percentage (%) 
Yes No Yes No Total 
Federal level 3 2 1 67% 33% 100% 
North Darfur 
State level 
18 2 16 11% 89% 100% 
Districts level 21 0 21 0% 100% 100% 
Total 42 4 38 10% 90% 100% 




The regular supervision of health institutions and administration at district level is very 
weak because, as all health professionals and administrators working there pointed out, 
officials from State government do not visit the districts regularly in order to evaluate the 
situation of curative health service delivery and the process of health policy 
implementation in local communities. 
 
According to an interviewee (2-15, 24 December 2010, El Fasher) working in the State 
Ministry of Health: 
There are no regular supervisory visitors from the State Ministry of Health to 
the district levels to supervise the situation of curative health service delivery, 
because there are many problems hindering that, such as insecurity issues, the 
small number of administrators in the State Ministry of Health, security of 
financial resources, and the unavailability of vehicles to visit health facilities 
at district level.  
 
According to another interviewee (2-16, 09 January 2011, El Fasher) also in the State 
Ministry of Health:  
The collaboration and co-ordination between federal and State levels is very 
weak because there are no complete teams from all departments at the Federal 
Ministry of Health to annually visit the State Ministry of Health to monitor 
and evaluate the situation of health policy implementation in the State. They 
usually come as individuals from departments at federal level to the 
equivalent department at State level but even these visits are not regular. The 
Federal Ministry of Health‟s strategy for evaluating the situation of health 
policy at state level is to send reports from state to federal level but these are 
not periodic reports, which are necessary for identifying serious problems 
such as idiomatic diseases.  
 
According to an interviewee (1-8, 12 January 2011, El Fasher) working in El Towasha 
rural hospital:  
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I have been working here for three years and the hospital is never visited by 
health administration teams or individuals to see our problems in curative 
health services provision or the problems that face us in managing health 
systems and in implementing policy. The authorities at State level usually 
promise to solve our problems soon, but after we leave the town no one cares 
about the district‟s health problems. The State Ministry of Health is not 
interested in the availability of curative health services at district level and 
how it can concern itself with health system management and policy 
implementation.   
 
This view confirms findings in the SMoH Survey Report (2010), which stated that the poor 
health services infrastructure and insecurity issues in North Darfur State affect the curative 
health service delivery system. The destruction of health facilities, blockades of essential 
supplies such as appliances and equipment, and restrictions on drug movements by health 
workers, have caused serious difficulties in enabling supervisory and monitoring visits by 
State and district health teams to take place. Here again this has been made even more 
difficult by the three levels of governments not assuming their responsibilities of health 
system management and policy implementation. Those in federal government do not have 
confidence in the expertise and experience of those at the State and district levels, whereas 
the latter believe that the federal level has neglected them in decision-making and does not 
support them with enough resources and facilities.  
6.4 Conclusion 
Sudan has a decentralized health system. The state and district levels, especially in North 
Darfur State, do not have the capacity, capability, and infrastructure to implement health 
policy and to provide quality curative health services. Therefore effective health system 
management and policy implementation in a conflict affected area such as North Darfur 




There are many factors that have widely affected and complicated the decentralization 
system and made the three levels of government unable to cooperate properly in order to 
manage and implement health systems and policy in North Darfur State. These factors 
have been worsened by the effects of violent conflict and instability since 2003 which have 
led to a serious breakdown in health services infrastructure and have led to a loss of 
medical personnel and resources.    
Co-ordination between the three levels of government in North Darfur State is made more 
difficult by the long distances over poor roads in dangerous condition which have to be 
travelled between the districts and El Fasher. Communication is also weak, whether by 
telephone or over the internet. Furthermore, those at State and district levels note a 
reluctance by the federal government to disburse public financial entitlements to them 
fully and on a regular basis. This is indicative of the lack of trust that federal government 
is felt to have for the lower levels of health services and administration. Similarly, those at 
State and district levels do not trust the federal government to carry out its responsibilities 
in regard to health policy and management, as reflected in the views of officials about how 
the health services are supervised and monitored. 
These weaknesses in co-ordination highlight even further the significance of NGOs in the 
health sector in North Darfur State. The next chapter analyses the effectiveness of 
collaboration between NGOs and the government in delivering curative health services, 












Collaboration between Government and NGOs in Delivering Curative 
Health Services in North Darfur State 
7.1 Introduction  
In North Darfur State, the State Ministry of Health has had considerable assistance from 
NGOs (both international and local) and other stakeholders involved in the financing and 
delivery of curative health services. NGOs are very active in providing curative health 
services to the poor and to people affected by conflict in the region. The range of activities 
carried out by NGOs extends from providing hospitals, clinics and primary health care 
centres, to providing free consultation and drugs. Therefore these NGOs are important in 
policy development, identifying needs, providing services, assisting with policy 
implementation, linking government and community, and in sharing their expertise. NGOs 
contribute to curative health service delivery by providing human and financial resources, 
materials and equipment, sharing information, developing joint projects with government, 
and developing national health policy, as well as creating joint committees with 
government. This chapter analyzes all these forms of collaboration between the 
government and NGOs to manage and implement health systems and policy. But in order 
to do so the way in which such collaboration is organised must first be explained.    
7.2 The structure of collaboration and co-ordination between the 
government and NGOs in managing and implementing health systems 
and policy in North Darfur State 
Responding to the complex health problems and strengthening the health system in Sudan 
in general, and in North Darfur State in particular, requires rapid and effective 
collaboration and co-ordination as well as communication between all actors: the Federal 
Ministry of Health; the State Ministry of Health; the district authorities; and NGOs. A key 
component of the collaboration effort is the availability of accurate and up-to-date 
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information to plan timely and effective responses to urgent health situations. At State 
level, WHO and UNICEF, with the support of donors, play a leading role in collaboration 
between the government sector and other NGOs working in health services. They 
accomplish this by collecting accurate and timely information about the situation of health 
service delivery in the State from the smaller NGOs working in the field. Co-ordination and 
information sharing operate at both central and state level, as well as between NGOs 
themselves, as shown in Figure 7.1 below. 
Annual advisory committee meetings 
Federal Ministry of Health, collaborating partners (WHO and UNICEF) representatives 
and other stakeholders 
 
Health sector consultative committee 
State Ministry of Health  
Collaborating partners (WHO and UNICEF) and the private sector 
 
Collaborating and coordinating committee 
State Ministry of Health senior team, WHO and UNICEF 
 
Technical working group committee 
Small NGOs working in the field, WHO and UNICEF 
Figure 7.1 Overview of co-ordination structure between government and NGOs in North 
Darfur State.  
Source: Fieldwork Data, December, 2010.  
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As can be seen, there are three levels of committee at federal and State level to manage 
and implement health systems and policy in North Darfur State. At national level, health 
partners share progress on ongoing activities in North Darfur State to ensure co-ordinated 
donor interventions, to make strategic policy decisions, and to agree on guidelines and 
advocacy strategies. These issues are discussed in the annual advisory committee meetings 
held in Khartoum at the end of every year (sometimes twice a year if there is any 
emergency situation needing urgent intervention). The annual advisory committee 
meetings evaluate work processes for the previous year and review action plans and 
support for the following year.  
At State level, the health sector consultative committee reviews the performance indicators 
on the ground and checks the situation of funds. This committee is directed by the General 
Director of the State Ministry of Health and includes private sector representatives, the 
State Ministry co-ordinator between the Health Ministry and NGOs, and representatives 
from NGOs, particularly those from WHO and UNICEF. Monthly meetings discuss the 
major challenges facing NGO activities, such as shortages in funding which affects their 
work, outbreaks of epidemics among IDPs, and security issues. The committee attempts to 
resolve such issues, but if not, they are raised at the federal level.  
NGOs, the State Ministry of Health, and other partners from the collaboration and 
coordination committee carry out regular and comprehensive assessments of health 
facilities, and encourage all partners to work in harmony to provide health services to all 
the conflict-affected and poor populations. There is collaboration between the State 
Ministry of Health and humanitarian aid commissions which are responsible for 
international NGOs‟ movements. This responsibility is enacted by collaboration with 
security authorities, who are mandated to make statements on behalf of NGOs working in 
the field, and WHO and UNICEF, who represent all small NGOs working in North Darfur 
State. This committee meets weekly, to keep partners informed on activities and progress, 
to provide a forum for joint operational decision-making, and to enhance the local 




In the NGO sector, WHO and UNICEF hold a weekly technical working group committee 
meeting every Wednesday with all the other NGOs working in the health field, in order to 
discuss obstacles that face them in delivering quality health services. Collaboration among 
NGOs to address all determinants of poor health is an increasingly important role for 
WHO and UNICEF since they co-ordinate the activities of all the NGOs. In these meetings 
mortality and morbidity reports, fact sheets, best practice guidelines and technical 
documents are discussed in order to ensure their dissemination to stakeholders. The issues 
addressed in these documents are discussed with the State Ministry of Health to bring 
about harmony between the government, international agencies like the United Nations 
and NGOs in developing strategies and work-plans for the health sector. In addition, these 
meetings address particular problems that arise in assisting the poor in remote areas, 
especially those affected by conflict. A central concern is to avoid any needless duplication 
of effort.     
 
7.3 Forms of collaboration between the State Ministry of Health and 
NGOs in providing curative health services in North Darfur State 
How effective has collaboration been in North Darfur State between government and the 







Table 7.1 Collaboration between State and district levels and NGOs in providing curative health services in North Darfur State.  
 
Levels and sector  State level District level NGO sector Total 
Actors  Professionals Managers Professionals Managers Professionals Managers 
Total of 
interviewees 
10 10 17 8 8 7 60 (100%) 
Interviewees 
responded 
8 8 14 6 7 6 49 (82%) 





49 out of 60 (82%) of the interviewees, health professionals and managers were prepared to 
express views about such collaboration. There were 16 representatives in State government, 20 
employed at district level, and 13 from the NGO sector. They were asked about human and 
financial resources, material and equipment, communication and exchange information, as well 
as about developing joint projects and policy.       
7.3.1 Providing human resources  
As shown in Table 7.2 below, 43 out of 49 (94%) interviewees stated that international NGOs 
provide qualified health staff for curative health services delivery in North Darfur State. 
Table 7.2. Interviewees‟ responses on international NGOs providing human resources for 
curative health service delivery in North Darfur State.    
  
Government levels  Number of 
responses 
Type of response Percentage (%) 
Yes No Yes No Total 
State level  16 13 3 81% 19% 100% 
District level  20 18 2 90% 10% 100% 
NGOs sector  13 12 1 92% 8% 100% 
Total 49 43 6 88% 12% 100% 
Source: Fieldwork Data, December 2010. 
 
The health personnel include those working in the health facilities and community staff working 
in the same catchment area as the health facilities (rural areas and camps). According to a WHO 
report (2010:12), in North Darfur State the number of health workers managed by NGOs and 
who provide services to the vulnerable population (1390) is more than those of the State Ministry 
of Health (1164). NGOs also provide training courses for health staff in the public sector, 
especially for doctors, nurses and midwifes. According to the State Ministry of Health Survey 
Report (2010), since 2003 NGOs have provided technical assistance to hospitals, rural hospitals 
and health clinics in the State. As a result, more than 50 nurses have been trained to provide care 
and treatment; more than 23 doctors have been trained in laboratory equipment operation; and 




According to an interviewee (1-1, 18 January 2011, El Fasher) working in Kepkabiya rural 
hospital:  
Without the NGO health staff who are well qualified and trained, the government 
cannot deliver curative health services to the poor and conflict affected- population 
in the State, because the government health institutions, whether rural hospitals, 
health centres or basic health units in Kepkabiya district, are facing a lack of human 
resources. NGO health staff help us to deliver curative health services, where 
population numbers increase in the rainy season when malaria spreads. Without 
NGO health staff, the government sector does not have the capacity and capability 
to deliver curative health services alone to all people in the district. 
7.3.2 Providing financial resources    
International NGOs have been supporting the State Ministry of Health with financial resources 
for delivering curative health service to the poor and conflict-affected people in North Darfur 
State. As shown in Table 7.3 below, 47 out of 49 (96%) interviewees stated that this is the case.  
Table 7.3 Interviewees‟ responses on international NGOs providing financial resources for 
curative health service delivery in North Darfur State.     
 
Government levels  Number of 
responses 
Type of response Percentage (%) 
Yes No Yes No Total 
State level  16 15 1 94% 6% 100% 
District level  20 19 1 95% 5% 100% 
NGOs sector  13 13 0 100% 0% 100% 
Total 49 47 2 96% 4% 100% 
 Source: Fieldwork Data, December 2010. 
 
The extent of this contribution was discussed previously (see Chapter 5, especially Table 5.14 in 






7.3.3 Providing materials and equipment  
As shown in Table 7.4 below, 63% of all the interviewees and 92% of those in NGOs indicated 
that NGOs provide materials and equipment to government health institutions to assist with 
curative health services.  
 
Table 7.4 Interviewees‟ responses on international NGOs providing materials and equipment for 
curative health service delivery in North Darfur State.     
 
Government levels Number of 
responses 
Type of response Percentage (%) 
Yes No Yes No Total 
State level  16 8 8 50% 50% 100% 
District level  20 11 9 55% 45% 100% 
NGOs sector  13 12 1 92% 8% 100% 
Total 49 31 18 63% 37% 100% 
 Source: Fieldwork Data, December 2010. 
 
The interviewees pointed out that the materials and equipment provided include generators, some 
kinds of laboratory equipment, some medical machines, beds for patients, and contributions 
towards maintenance of health institutions. In addition, all health centres established and 
managed by NGOs are provided with substantial materials and equipment, whether in rural areas 
or in IDP camps.  This is confirmed by the State Ministry of Health Survey Report (2010), which 
noted that the capacity of the State Ministry of Health to provide health materials and equipment 
is limited.  
 
According to an interviewee (1-2, 28 January 2011, El Fasher) working in a teaching hospital in 
El Fasher:  
The hospital, which serves all people in the State, faces an extreme lack of modern 
health service appliances and equipment; 90% of health appliances and equipment 
in the hospital are old and some are not available. The 10% modern equipment is 
provided by NGOs. Therefore patients have their tests done outside the hospital in 
private labs. NGOs make a good effort in providing materials and equipment to 
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health facilities in the public sector but what they provide is still little and does not 
cover all health facilities in the public sector.   
According to an interviewee (1-3, 13 January 2011, El Fasher) based at the district hospital in 
Dar El Salam:  
The NGOs provide some materials and equipment, such as generators and other 
small medical equipment, but still there is a lack of appliances and equipment in the 
hospital and there are no private clinics. Due to the lack of modern materials and 
equipment in public health facilities and the expensive treatment in the private 
sector, the majority of patients seek health care from traditional healers. 
International NGOs and donors make a good effort to provide health materials and 
equipment to the public health facilities but still there is a need for modern 
materials and equipment in the public sector.    
 
A doctor with WHO said (1-4, 13 January 2011, El Fasher) that:  
NGOs, especially WHO, provide medicines for the hospital to supply the IDP 
patients free of charge. In this regard, there is an agreement between the State 
Ministry of Health and the hospital‟s administration and NGOs that the NGOs 
supply El Fasher teaching hospital with medicines and the rural hospitals with 
materials and equipment, because health institutions in the public sector face a lack 
of these materials and equipment.  
7.3.4 Communication and information exchange  
As shown in Table 7.5 there is a noticeably mixed response to the issue of communication and 






Table 7.5 Interviewees‟ responses about the situation of communication and information 
exchange for curative health service delivery in North Darfur State.     
 
Government levels  Number of 
responses 
Type of response Percentage (%) 
Yes No Yes No Total 
State level  16 7 9 44% 56% 100% 
District level  20 5 15 25% 75% 100% 
NGOs sector  13 10 3 77% 23% 100% 
Total 49 22 27 45% 55% 100% 
  Source: Fieldwork Data, December 2010. 
Those in government, especially at district level (75%), feel that communication does not 
happen, whereas 77% in the NGOs believe that it does. When asked to elaborate a variety 
responses emerged.   
 
According to an interviewee (1-5, 11 January 2011, El Fasher) working in the State Ministry of 
Health as a co-ordinator with NGOs: 
NGOs have a good capacity in providing health information, by communicating 
with IDPs, the poor and conflict-affected population in the State. They are also very 
responsible in attending the collaboration meetings between the small NGOs as 
well as the collaboration meetings between the representatives of NGOs such as 
WHO and UNCIEF, and the State Ministry of Health, to discuss issues regarding 
controlling the spread of diseases and the funding-gap situation and how they can 
collaborate to co-manage it. However, the State Ministry of Health faces a lack of 
capacity in terms of human and financial resources on one side and insecurity 
issues on the other. Therefore it depends completely on information provided by 
NGOs, which mainly focus on controlling the spread of diseases and not on the 
situation of health system management and policy implementation.   
According to an interviewee (2-1, 27 December 2010, El Fasher) in the State Ministry of Health:  
There is insufficient information to co-ordinate activities between government and 
NGOs, and to set guidelines for NGO performance. A weak state capacity is a 
primary reason for this situation; the risk of such an approach is that there is little 
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mutual exchange of information between health care providers (NGOs) and health 
service managers in the State Ministry of Health for effective health service 
delivery management. There is no forum that frequently brings together NGOs and 
State Ministry of Health staff to discuss health sector issues. The poor collaboration 
with, and lack of feedback from, health sector stakeholders has affected health 
system management and policy implementation.  
 
According to an interviewee (1-6, 21 January 2011, El Fasher) working with Medicines Sans 
Frontiers – Spain: 
The NGOs working in the field have been sending weekly reports to the State 
Ministry of Health reporting the situation of how diseases have spread, especially in 
IDP camps and rural areas. In this regard NGOs make a good effort of collaboration 
with the State Ministry of Health.  
 
The interviewee also mentioned:  
NGOs have a great ability to establish a rapport with target populations because 
many of them have years of experience of working with people in their 
communities. They are trusted by those populations and people listen to them and 
accept their offers. NGOs are very co-operative and helpful. The State Ministry of 
Health is ineffectual in reaching some rural areas, in particular, areas which have 
been controlled by rebel groups. They are also not trusted by the people living 
there. Therefore the collaboration between the State Ministry of Health and NGOs 
is still weak. 
 
These findings contrast with the impression created by the structure of the committees 
which meet regularly to realize co-ordination between government in North Darfur State 
and the NGOs.  The independence of the NGOs seem evident. While those in NGOs think 
that communication and exchange of information at the local level take place, those in 





7.3.5 Developing joint projects 
As shown in Table 7.6 below, 88% of the interviewees at all levels, 90% of the interviewees at 
district level and all of the interviewees in the NGO sector, stated that there is collaboration 
between the government and NGOs in establishing and developing joint health projects, 
especially relating to  rural hospitals and health centres.  
Table 7.6 Interviewees‟ responses on developing and establishing joint health projects in North 
Darfur State.  
Government levels  Number of 
responses 
Type of response Percentage (%) 
Yes No Yes No Total 
State level  16 12 4 75% 25% 100% 
District level  20 18 2 90% 10% 100% 
NGOs sector  13 13 0 100% 0% 100% 
Total 49 43 6 88% 12% 100% 
  Source: Fieldwork Data, December 2010. 
 
Since the conflict started in North Darfur State in 2003, NGOs have worked with State Ministry 
of Health in establishing, managing and running many health institutions, especially in IDP 
camps and rural areas (see Chapter 4, section 4.3.3, Table 4.15). NGOs currently collaborate 
with State Ministry of Health in administering 15 rural hospitals and 17 health centres.  
 
In joint projects such as establishing health centres, the State Ministry of Health contributes by 
consulting on and determining the location of a health centre. The community contributes by 
providing a monitoring function and safeguards the funds for the health centre, both during 
implementation and after completion. In this regard, NGOs considered the involvement of the 
State Ministry of Health and the community to be important indicators of the likelihood of 
successful completion of a project because the consultants from the State are able to affect the 
implementation process as well as the completion. The involvement of the community is 





In situations of collaboration between the State Ministry of Health and NGOs an interviewee (2-
2, 15 January 2011, El Fasher) working for MSF–B said:  
The structure of organizations in the government negatively impacts collaboration 
projects in the implementation of health projects; bureaucracy on the side of the 
State Ministry of Health hinders successful collaboration with NGOs. The State 
Ministry of Health has to receive orders from higher levels such as the FMoH and 
security authorities to allow them to undertake health projects. This takes a long 
time, while the NGOs are more flexible in taking their decisions. Therefore NGOs 
feel that collaborating with the State Ministry of Health is an obstacle rather than a 
help to them in implementing health projects.  
 
However the NGO interviewee mentioned that „when they (NGOs) approached high- level 
officials, they found that they immediately welcomed their ideas. However the problems 
occurred when they approached lower level bureaucrats‟. From this it would appear that 
government at both the State and district level pose challenges to NGOs. How are these issues 
dealt with?    
 
According to an interviewee (1-7, 12 January 2011, El Fasher) working in the WHO sub-office 
in El Fasher: 
All NGOs working in the health sector in North Darfur State are sponsored by the 
World Bank and other donors such as WHO, UNICEF, United Nations 
Development Program and United States Agency for International Development. 
These donors don‟t trust the government to implement health projects. Donors are 
more likely to give money to the NGOs rather than government, but government 
requires donors to support them directly to implement health projects. Therefore the 
State authorities see that the NGOs take over their area of influence in the health 
sector. NGOs are more likely to approach the State Ministry of Health with 
partnerships in health projects rather than to fund them (SMoH) to do so. This 
reality negatively affects the collaboration between them. Involving the State at the 
stage of discussion makes the State more willing to participate in the 
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implementation of the project. This means that the proposal for the project will 
include their (SMoH) views and receive their immediate acceptance for future 
collaboration. This agreement between them will guarantee the completion of the 
project, as is the case in the establishment of health centres in Mallit district. The 
agreement also avoids the duplication of work.  
 
Moreover, according to an interviewee (1-8, 17 January 2011, El Fasher) working with 
Medicines Sans Frontiers – Spain:   
Combined teamwork between NGOs and government needs an agreement to help 
avoid misunderstandings in the project implementation process. In joint projects, 
sharing information creates greater trust and prevents duplication of the work in 
establishing health projects. However, the NGOs complain of health staff turnover 
in the State Ministry of Health, in terms of developing stable collaboration in 
implementing join health projects.  
 
The NGO interviewee also mentioned that:  
On the NGOs‟ side, there is also too much turnover of health staff from one 
position to another. The turnover from both sides tends to wear away the sense of 
trust and consequently increases the misunderstanding between the two sides, 
weakening the level of collaboration needed to implement health projects.     
 
According to an interviewee (1-9, 12 January 2011, El Fasher) in Mellit rural hospital:  
The NGOs have been particularly successful in establishing health centres and 
basic health units in Mellit district, and share their expertise with the community 
there. The communities specify the location of health centres or basic health care 
units, and provide the labour and food. The Ministry of Health provides the health 
staff, such as doctors and nurses. NGOs provide the equipment, building materials 





According to an interviewee (1-10, 13 January 2011, El Fasher) who has been working with 
NGOs in Abu Shock camp:  
The NGOs have established good health facilities in IDP camps and in the districts, 
but they have pointed out that a future problem is how the government will run 
these health facilities after a peaceful settlement has been achieved in the State, and 
after the NGOs have left. This is especially a concern in the districts, because most 
IDPs will return to their home areas, and that the need is for health facilities there, 
and not in the camps which will be empty after stability returns to the rural areas.  
 
The success of joint projects seems to depend on building trust. Where local communities 
are able to participate in making decisions, or at least are consulted, NGOs have succeeded 
with health projects. But where collaboration with government is made difficult, for 
example, by a turnover in staffing, NGOs have to be sensitive to protocol and to maintain 
relations within government institutions.   
      
7.3.6 Developing national health policy   
The issues raised here reveal that government health authorities and the NGOs experience 
some difficulties in working together, partly due to problem of communication and trust.   
Do NGOs play a role in developing national health policy in collaboration with the 
Ministry of Health in North Darfur State? The views on this are presented in Table 7.7.   
Table 7.7 Interviewees‟ responses on NGOs participation in developing national health policy in 
North Darfur State.     
Government levels  Number of 
responses 
Type of response Percentage (%) 
Yes No Yes No Total 
State level  16 7 9 44% 56% 100% 
District level  20 6 14 30% 70% 100% 
NGOs sector  13 4 9 31% 69% 100% 
Total 49 17 32 35% 65% 100% 




Those in NGOs largely thought (69%) that they did not contribute to national health policy, as 
did 70% of interviewees at district level. Those in state government had more mixed views, 44% 
indicated yes, and 56% no.  
  
According to the views of the interviewees, the NGOs deliver curative health services according 
to their own policies, not according to government policy. This is confirmed by an interviewee 
(2-3, 17 January 2011, El Fasher) working in the State Ministry of Health: 
When the NHP was adopted in 2007, there were many NGOs working in the State 
but they were not given the opportunity to participate in health policy formulation 
nor to develop legal frameworks. Therefore NGOs are now implementing their own 
policies, due to restrictions by donors who support them financially. Thus the State 
Ministry of Health and NGOs‟ collaboration in terms of health policy 
implementation has not yet been developed.  
 
In this regard, one of the NGO interviewees (1-11, 18 January 2011, El Fasher) working in 
Relief international Organization stated:  
We strongly depend on donor support and maybe this support stops. Therefore we 
are working by contract with the State Ministry of Health and the contract is 
renewed annually because we are not guaranteed donor support for a long time. 
Therefore we do not need to be involved in NHP issues, which we see purely as the 
responsibility of the government. However, if the government needs to involve the 
NGOs in participate in developing NHP, it needs to design a new framework that 
considers the opportunity for NGO participating because the old national health 
policy does not have any opportunity for NGO participation. 
 
According to another interviewee (1-12, 15 January 2011, El Fasher), with Medicines Sans 
Frontiers – Belgium: 
Due to the conflict in North Darfur State, the government has been unable to supply 
adequate health services. The role of government is mainly limited to policy design 
and it leaves the implementation of policy to NGOs and the private sector. 
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Government‟s share of health service provision has significantly decreased after the 
conflict started in North Darfur State in 2003. 
 
He also stated that:  
Donors support international NGOs financially and they are unwilling to support 
the Federal and State Ministries of Health directly to develop their NHP because 
they fear corruption and inefficiency. Many NGOs have implemented their own 
policies which are adopted from WHO policy. WHO policy is not far from that of 
the NHP which has been applied in the state: 95% of the objectives are the same. 
 
The government does not want to involve NGOs in the health system and policy because it sees 
these as political issues and does not wish NGOs to participate in them. NGOs view their 
involvement in health systems and policy from a socioeconomic development perspective, 
because they provide 70% of curative health services in North Darfur State. Therefore NGOs 
want to be part of the health system and policy design, not only as implementers. However, the 
government regards NGOs as global players and any criticism of health systems and policy by 
them is treated as a move to destabilize the government. NGOs want to participate in the health 
system and in policy, so as to avoid government regulation of NGOs, on the grounds that it 
would curtail their freedom and prevent them from performing their work as they wish. 
Therefore all these barriers need to be removed in order to strengthen government and NGO 
collaboration in the State.  
From these comments it is apparent that NGOs see themselves mainly concerned with practical 
programs and projects in the health sector, whereas policy matters are viewed as government‟s 
responsibility even if it calls on the assistance of international agencies.     
7.4 Barriers affecting collaboration between government and NGOs to deliver 
curative health services in North Darfur State   
According to interviewees in the government and NGO sectors, many barriers have affected the 
collaboration between the government and NGOs to deliver curative health services and to 
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manage the health system successfully. These include the difficulties that NGOs face gaining 
access to conflict-affected areas.  
 
7.4.1 The barriers of NGOs gaining access to the conflict- affected areas 
Table 7.8 Interviewees‟ responses about the difficulties that NGOs face in accessing conflict- 
affected areas in North Darfur State.     
Government levels  Number of 
responses 
Type of response Percentage (%) 
Yes No Yes No Total 
State level  16 10 6 62% 38% 100% 
District level  20 20 0 100% 0% 100% 
NGOs sector  13 13 0 100% 0% 100% 
Total 49 43 6 88% 12% 100% 
    Source: Fieldwork Data, December 2010. 
As shown in Table 7.8 above, 88% of the interviewees at all levels, and noticeably 100% at the 
local level in district government and in the NGO sector, stated that NGOs have encountered 
many difficulties in accessing conflict-affected areas to deliver curative health services to 
vulnerable people there. This is not only because of security issues due to the control of areas by 
rebel groups, but also because of the complicated process of obtaining government permission to 
travel to and offer health services in such areas. The activities of NGOs are concentrated in 
remote areas and IDP camps, which the government has not served for political reasons, thus 
potentially bringing NGOs into conflict with the government. 
According to an interviewee (2-4, 10 January 2011, El Fasher) working in the State Ministry of 
Health: 
Good collaboration between the government and NGOs eases the possibility of 
accessing areas seriously affected by conflict and the people in need of health 
services. However, in North Darfur State, the security authorities remain the 
gatekeepers to the populations in conflict-affected areas. NGOs face difficulties in 
accessing these areas. The government does not believe that NGOs provide health 
services to the people in these areas. However, besides that, NGOs have a political 
agenda that serves their countries of origin, especially most international NGOs 
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from Western countries with which the government differs politically and 
ideologically. 
The government is skeptical of international NGOs‟ intentions; therefore government expelled 
13 of them from Darfur in early March 2009. Most of them had worked in the health field in 
North Darfur State which left a huge gap in health service delivery for conflict-affected people. 
Some of the expelled NGOs operated in rebel-held areas which were then left without health 
services at all. The government compels NGOs to undergo a legal  process to gain  access to IDP 
camps and remote rural areas in order to ensure that NGOs do not have any political or 
intelligence agenda and that their purpose is really to deliver health services to people in these 
areas.  
According to an interviewee (1-13, 15 December 2010, El Fasher) working with Medicines Sans 
Frontiers – Spain:  
All NGOs working in the curative health service delivery field complained that the 
government did not provide the time and flexibility of access to the remote areas 
where people affected by conflict are badly in need of health services. The process 
of getting permission to access the conflict- affected areas took four to six days, 
especially in those areas controlled by rebel groups. 
  
According to an interviewee (2-5, 17 January 2011, El Fasher) working with Mercy Malaysian 
Organization:  
Improving access to essential health services remains one of the main problems 
facing NGOs. The relationship between NGOs and government is primarily 
political but financial issues also tend to be problematic. The government is ofte n 
jealous of resources being channelled to NGOs and is wary of their oppositionist 
potential, while NGOs often live in fear of government intervention in their 
activities. 
 
Most interviewees stated that in districts such as Kepkabiya and Dar El Salam, where health 
services were delivered by means of collaboration between the government and NGOs, the care 
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provided is more efficient and equitable than in those which remained under government control, 
such as El Towasha and El Malha districts. For example, according to an interviewee (1-14, 12 
January 2011, El Fasher) working in Kepkabiya district hospital:  
The NGOs are very active and have been providing quality health services to the 
people of the district, whether in their health centres or in government facilities, 
which are co-ordinated by the health sector in the district. Therefore people get 
curative health services easily because the health network in the district consists of 
13 health facilities, out of which 8 are run by NGOs. 
 
By contrast, according to an interviewee (1-15, 17 January 2011, El Fasher) in El Towasha 
district hospital:  
The people in this district struggle to get curative health services because there are 
no NGOs working in this district and all 15 health facilities are run by the 
government. Government capacity and capability are very weak in terms of human 
and financial resources and equipment. This encourages promotion of the 
collaboration and coordination approach between the government and NGOs in the 
weaker health systems in North Darfur State. 
 
7.4.2 The barriers to collaborate between government and NGOs 
There are many barriers affecting the level of collaboration between the government and NGOs 
to deliver curative health services to poor and vulnerable people in North Darfur State. In terms 
of organizational roles the following are indicated. 
  
Firstly, NGOs see government as putting many obstacles in front of them which limits their 
freedom through authoritarian control, which in turn prevents them from doing their work 
properly. Government, on the other hand, see NGOs as: more verbal and less active; opposed to 
any move to ensure transparency, especially in financial matters, which are driven by donors; 
obsessed with sectoral issues; over-critical of government policies; and blind to macro-
challenges of development. In this respect the government requests donors to support it directly 




Secondly, NGOs focus their work mostly on delivering health services as humanitarian aid, 
while the government wants NGOs to build health institutions and to deliver health services as a 
form of social development in the State. This is especially so in rural areas, which are crowded 
by people in the post-conflict period and which require rehabilitation. However there is no future 
plan for co-operative work between government and NGOs, as most NGOs work by contract for 
one-year periods only, for health delivery and not for reconstruction.  
Thirdly, NGOs make a considerable effort to involve the community in health service delivery 
issues, by consulting them and representing them in their teams to manage health institutions 
which are established as joint health projects. However, the government wants to manage such 
health institutions, and therefore they see the NGOs as undermining their authority and thus 
presenting themselves as an alternative to government.  
 
7.4.3 The barriers of experience and capacity  
Both those in NGOs and government believe that there is no balance between NGOs and 
government in terms of experience and capacity and that this constitutes the biggest barrier 
affecting collaboration between them. The government has a lack of experience among its 
employees, whether doctors or managers, in dealing with NGO employees who are far more 
experienced in delivering curative health services in North Darfur State.     
 
A lack of knowledge, skills and capacity of government personnel prevents successful 
engagement between government and NGOs in collaborative initiatives. Although continuous 
interaction with NGOs needs a high level of skill and capacity among government health staff, 
without concrete steps to prepare a stronger database on the human resources, skills and 
capacities of the government sector, it is not possible for the government to benefit from the 
NGOs‟ large human and financial capacities in order to strengthen the health system and enhance 
policy implementation.    
 
All international NGOs talk about the importance of collaboration with government but few of 
them make a conscious effort to share information and to engage with the State Ministry of 
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Health and other related institutions. Most NGOs prefer to work in isolation, as they feel that the 
lack of experience among the government employees as well as the lack of government 
communication facilities affect their work. Government, on the other hand, feels that NGOs have  
hidden political agendas which are the main purpose of their work, rather than being 
humanitarian aid providers, and so they do not wish to collaborate closely with government to 
deliver curative health services to the people in North Darfur State.  
 
7.5 Conclusion 
Given the current situation of collaboration between the State Ministry of Health and NGOs 
delivering health services in North Darfur State, it is essential to consider the level of 
understanding between all sectors involved in health service delivery, that is, government and 
NGOs. Any kind of misunderstanding affects the level of collaboration between them.  
 
The challenges of a lack of financial and qualified health personnel in the government sector 
hinder joint committee meetings and cause weak collaboration between the government and 
international NGOs to deliver curative health services. But NGOs contribute positively to 
curative health service delivery as follows: in providing human resources and financial 
resources; materials and equipment; changing health information; and in developing joint 
projects with government. They are, however, unwilling to develop national health policy, 
because they work for a short-time in providing curative health services as part of humanitarian 
aid.  
International NGOs have accused the government in Sudan of putting in front of them many 
barriers that have hampered their work. One such barrier is the difficulty facing NGOs in gaining 
access to conflict-affected areas, because they are supposed to seek permission to do so from 
security authorities and the humanitarian affairs commission. This is a lengthy and complex 
procedure.    
Finally, a lack of trust can undermine collaboration between government and the NGOs, largely 
because they have different interests. The government does not wish to lose control to the NGOs, 
but public officials are at a disadvantage in having less capacity and experience in delivering and 
managing curative health services than the international agencies. NGOs wish to pursue 
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humanitarian programmes and projects, and in doing so often have difficulty in arriving at 
effective working relationships with government. The issue is how to improve such matters. This 























Improving the Effectiveness of the Curative Health Services in North Darfur 
8.1 Introduction  
Having identified and analysed the issues which affect the performance of the health system in 
North Darfur State, it is now possible to consider how the system could be improved. This 
chapter concentrates on presenting the views expressed by the interviewees themselves. Because 
it is important to take seriously the opinions of these health officials and practitioners who deal 
with such matters on a daily basis, and to understand their perspectives, a substantial number of 
lengthy quotations have been used throughout this chapter. The findings have been organised in 
the order in which they were discussed in the previous chapters. Accordingly, consideration of 
the structure of the health system is followed by the provision of curative health services, human 
and financial resources, and then co-ordination between the levels of government and, finally, 
collaboration between NGOs and government.           
8.2 The structure of the health system in Sudan and North Darfur State  
In Sudan, the decentralised system which consists of three levels, federal, state and district, 
where each level has certain specific responsibilities to manage the health system and to deliver 
health services. The federal level is responsible for health policy formulation, whereas the 
districts implement health programmes locally. At each level there is a health structure and 
administrative committee but, as has been reported, they are not as active as they should be and 
need to be developed. This requires adequate health financial resources, appropriate staffing and 
modern communication facilities in order to enable the health committees to hold their meetings 
properly. The views, opinions and experiences of health workers at lower levels regarding health 
system management and policy implementation needed to be forwarded regularly to the policy 
makers and planners at higher levels as feedback in order to improve curative health service 
delivery and the health policy process as whole. 
Due to the lack of human and financial resources, especially at district level, these health 
committees are not able to hold their meetings to discuss the problems and obstacles that face the 
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provision of health services, management of the health system and policy implementation. 
Therefore there is weak capacity at all levels of governance in the health sector in North Darfur 
State. In addition to the lack of resources, the managerial capacity is not adequate to cope with 
the requirements of a decentralized health system. Such a situation impacts not only on the 
overall management but also on the delivery of curative health services.  
Consequently, the structure of the health system has turned out to be weak in practice because 
the health committees at all three levels are not able to fulfil their responsibilities, which leads to 
failure in policy implementation and health system management. As a result, many of the 
objectives of NHP 2007 have not been achieved. (see Chapter 3, section 3.6, Tables 3.2-3.7.) 
How can the structure of the health system be strengthened?   
 
According to an interviewee (2-1, 17 December 2010, El Fasher) in the State Ministry of Health:  
In order to develop and strengthen the health system structure, the government should 
focus on building the capacity of health institutions with qualified personnel, more 
adequate materials and equipment, drugs and health infrastructure, which includes 
electricity supply, good roads, and modern communications facilities. Another area that 
needs to be addressed is a data collection system. The availability of reliable data on the 
quality of health service delivery is very important in the developing health system 
structure. To do this, the government and its partners such as NGOs and UN agencies 
need to provide a database of health records. There needs to be personal interest by the 
State Minster of Health in reviewing data on particular health priorities, such as 
demanding to see monthly figures on the number of children who die with malaria. I 
think that the development of the health system structure depends on the approaches that 
the government follows to adapt the health system and policy and to consider the 







According to another interviewee (2-2, 23 December, El Fasher) in the State Ministry of Health:  
Currently the government designs health policy by applying top-down approaches which 
is very complex for us working at state level, because we have not been consulted in 
health system and policy design to know exactly what the health policy objectives are 
although we are the implementers of the policy. Therefore we need the government to 
change the model of health policy design. In a large country like Sudan each state has it is 
own problems and this needs to be considered in national health policy. The best way of 
health policy design and successful implementation in my view is a bottom-up approach 
which lets the authorities at district and state levels as well as communities participate in 
health policy design, because we know our health service problems. To participate 
effectively in health policy design according to local conditions and to implement it 
successfully, we need from government two main things: first give us more freedom to 
adapt the health programs to local conditions and needs which means full of trust ing us. 
Secondly, provide us with more resources.  
According to an interviewee (1-1, 15 December, 2010) working in Dar El Salam Rural Hospital:  
In terms of the health policy process we are not part of it and usually the authorities at 
federal level ignore us even though we are the actual implementer of health policy. This 
has led to the failure of health policy implementation. In my view to design proper health 
policy and to implement it successfully and achieve its objectives, the district health 
office should initiate the formation of partnerships in health, as well as to plan, 
encourage, and motivate stakeholders and supervise implementation activities.  
 
The interviewee also said that: 
The federal level ignores those at lower levels, especially those at district level by 
implementing a top-down approach, which is, in my view, a key obstacle that delays, and 
possibly worse, undermines the implementation of health policy. These problems can be 
solved through applying bottom-up approaches which narrow the gap between 
perceptions of policy makers and those who know the conditions of local areas and 
provide and receive health related services. In the case of North Darfur State, which is 
affected by conflict, the government needs to involve the international NGOs in the 
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health policy process, including national health policy design, because they have been 
providing more health services than  government itself, which means they have been  
implementing health policy. Therefore, the national health system should avoid the rapid 
establishment of performance management systems that do not take stock or build on 
local decision-making powers and capabilities. 
 
According to this interviewee, in order to develop the structure of the health system the 
government should focus on building the capacity of health institutions by supplying medical 
schools with qualified staff and materials, creating jobs opportunities and stopping the migration 
of qualified health staff.  The health infrastructure needs more health facilities, electricity and 
water supplies, better roads and modern communications facilities. A health information 
database also needs to be created, especially at district level. How to do this?  Government does 
not have the ability to do this on its own. It needs major assistance and support from donors and 
international NGOs to develop the structures of the health system.  
 
Policy implementation is more important than its statement and formulation: what happens on 
the ground, not simply what is stated in the media or on paper, needs to be the measure of policy 
content and commitment (Zwi and Mills, 1995: 320). In a large country like Sudan, and in a 
large state like North Darfur State, the best way to implement health policy effectively, 
according to the views of the interviewees, is a bottom-up approach which empowers  health 
staff who are working at lower levels such as districts to participate in policy formulation 
process. District health officials were critical that they were not formally represented on the 
committees that developed health policy, arguing that those who developed the policy did not 
understand the priority of health issues in local areas, and that they need to be included in health 
policy design.  
 
Only by listening to, and learning from, health practitioners and officials, can the structures of 
the health system be adapted according to the particular needs of North Darfur State. This also 
implies attending to the issues of communication, as well as to the need to accumulate evidence 




8.3 Curative health services provision  
In North Darfur State curative health services are provided by a combination of public and 
private sectors as well as by international agencies and NGOs, especially international NGOs, 
which have played a significant role since civil conflict began in 2003. 
8.3.1 The role of the public sector  
8.3.1.1 Health facilities  
This study has shown that the various health facilities in North Darfur - State hospitals, Primary 
Health Care Centres and Basic Health Units – fall short of the government‟s official norms for 
Sudan, and below the standards recommended by WHO. More than 40% of the health facilities 
are now concentrated in El Fasher (see Table 4.10). Consequently, people in other districts are 
forced to travel considerable distances in unsafe conditions in order to receive treatment.  
Phillips (2008:16) found that on average residents in Darfur undertook journeys of 35-50 kms, 
often on foot, in search of health services. Health facilities are supposed to be distributed, 
according to the Sudan Health Service Standard of 2004, so that they are approximately five 
kilometers apart. How can these facilities be made more accessible?  
According to an interviewee (2-3, 22 December, 2010, El Fasher) in the State Ministry of Health:  
The availability of functional and easily accessible health facilities is important for 
people. Since the conflict which started in 2003 in North Darfur State health facilities 
have been destroyed and looted. Therefore there is a need for rehabilitation or renovation 
and to equip the existing health infrastructure to improve their functionality. At the 
moment, some people in rural areas travel approximately 120 kms to access the nearest 
health facility. The health sector should develop standard building designs and lists of 
medical equipment for all levels of health facilities and undertake building and equipping 
new facilities at different levels in order to improve the geographical accessibility of the 




 Also the interviewee said:  
Priority needs to be given to geographical areas where no health services exist and where 
the population live in underserved areas. The health facilities and their equipment must be 
regularly maintained so as to minimize the negative impact on the cost of renovation and 
repair and delivery of health services. Due to long distances and bad roads between the 
district headquarters and El Fasher, we need one ambulance in each district headquarter. 
The government needs to provide guidelines and procedures regarding the routine 
maintenance of plant and equipment. Donors and NGOs need to assist the government to 
do so.  
 
According to an interviewee (2-4, 25 December 2010, El Fasher) in El Fasher Teaching Hospital:  
The existing health facilities and infrastructure are extremely inadequate and need to be 
developed. In my view to do this the State Ministry of Health should undertake a 
mapping exercise and make an accurate assessment of the physical structures of the 
existing health facilities in rural areas. About 85% of them require major renovation, 15% 
require minor renovation and we definitely require new facilities according to the 
population size and the distances that have to be walked. 
 To do this the interviewee said:  
The government needs to benefit from existing NGOs resources and mobilize them to 
renovate and build new health facilities, because if the NGOs go the government does not 
have financial resources to do that and the situation of the health infrastructure will 
become even worse. Other health infrastructure issues which are need to be considered 
are the existing health facilities which include inadequate or a complete lack of medical 
equipment, communication equipment, clean water and energy supplies, and transport 
issues, all of which the government and its partners are required to address for health 
infrastructure to be fully functional. To do so the government and its partners need to 
hold an international conference for financial assistance from developed countries and 




The inadequacy of the public health facilities is very evident. Both the statistical data already 
presented, together with the views from a range of informants in government and in hospitals, 
indicate this. Here, too, they suggest that the problem is not only with the facilities themselves 
but with the infrastructure in general, for instance, water, and electricity supply, which are 
essential for health services. The solution, the interviewees say, is for government to rely on 
international donors and to further partnerships with foreign agencies and NGOs.    
8.3.1.2 Equipment and technical services  
In Chapter Four, the necessity to supply the health fac ilities with enough proper medical 
equipment, appliances, drugs and technical services was identified. Beyond El Fasher little is 
available (see Table 4.10). Vehicles and ambulances are also needed to transport patients and 
supplies. How can these shortages be addressed?    
 
According to an interviewee (1-2, 13 January 2011, El Fasher) in the State Ministry of Health:  
Public health facilities in North Darfur State especially in the rural areas are in need of 
materials and equipment. To provide modern and adequate health materials, including 
hospital beds and equipment for laboratories, as well as free drugs for poor people, the 
government should make an agreement with international NGOs which are working in 
the State. In my view there is a need for strong and active agreement between the State 
Ministry of Health and the hospital‟s administration and NGOs so that NGOs supply 
public health facilities with modern technical services such as diagnostic equipment, X-
ray units and dialysis. The government should take the opportunity of the existence of 
international NGOs for support. If the government loses this chance and the international 
NGOs leave the country the shortages of health materials and equipment will still exist 
and poor people will suffer. 
According to an interviewee (1-3, 2 January 2011, El Fasher) in El Fasher Teaching Hospital:  
The issue of facilities and equipment in the public sector has become a major source of 
concern for government and various stakeholders. Therefore the government and its 
partners should provide modern laboratories, equipment, X-ray and other diagnostic 
equipment and services in public hospitals which are only available in private clinics 
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which are owned by individuals. In my view the government and its partners should 
address the position of poor infrastructure of health facilities and equipment through 
massive renovation of these facilities and replace outdated equipment. Also, they should 
supply public health facilities in remote areas which are underserved with secondary 
health care facilities as well as hospital beds according to the WHO norms.  
 
The interviewee also mentioned that:  
The issue of power generation and constant power supply should be promptly looked into 
to make equipment functional. Also broken down equipment should be repaired or 
replaced promptly. There should be adequate motivation and incentives for all categories 
of medical assistance staff who are charged with the responsibility for maintaining these 
facilities and equipment. Also the issues of funding should be addressed to replace the old 
equipment with new when they appear on the market.  
 
Medical practitioners and health officials are in agreement. They all identify the need to supply, 
maintain and replace technical equipment for diagnosis and treatment. Without this quality 
curative health services cannot be provided. The answer, they suggest, is to search for financial 
and technical support from donors in the developed countries and from international agencies 
and NGOs. Thus far, the private sector has not been mentioned as a source of assistance.   
 
8.3.2 The role of the private sector  
In North Darfur State the private sector plays a limited role in in-patient care, but it is most 
important for pharmaceutical sales, outpatient care, and informal health services. The private 
health sector‟s role is limited because relatively few people can a fford to pay for such services 
and because many are unable to gain access to them since they are mainly located in El Fasher 
(see Table 4.7).  According to the State Ministry of Health Survey Report (2010) 80% of the 
State‟s population is not able to access private health facilities. Private health facilities have 






According to an interviewee (1-4, 23 December 2010, El Fasher) at El Fasher Teaching Hospital 
who has his own private clinic: 
Private health facilities are available and their numbers have grown since the conflict 
started in the State in 2003. They have been providing curative health services but only 
for rich people because these services are very expensive for poor people and 
concentrated only in El Fasher. To access private health services and get medication a 
patient needs to pay 90 Sudanese pounds (US$ 30) which is not affordable for the most 
people. Due to the expensive treatment in private health facilities and the unavailability of 
treatment in public health facilities, 90% of poor people access the NGOs‟ health 
facilities. The private health facilities in a poor state such as North Darfur State do not 
play any role in providing curative health services to the poor people and do not fill the 
gap of public health facilities. Therefore, the government should not count on private 
health facilities, because they are not accessible for people. 
 
Although the private sector is not seen as a solution to meeting the need for curative health 
services, it was noted earlier that most practitioners who offer private health care are already 
employed by the public sector (see Table 5.7).  
 
8.3.3 The role of NGOs  
NGOs have made an important contribution to curative health service delivery in North Darfur 
State. They provide 70% of curative health services to the IDPs, to the poor and vulnerable 
people of the State, and have established 24 health centres (SMoH Survey Report, 2010). Also, 
as reported previously, they have provided 52.9% of funds for health care (State Ministry of 
Health Financial 2009), and 1390 health cadres (WHO, 2010:12). NGOs offer certain advantages 
in working in curative health service delivery in the State.  They have motivated staff, 
community based structures, they are willing to work in remote areas, they are efficient and they 
are able to collaborate with government. But due to the conflict and difficult political 
circumstances, NGOs do not make information about their activities available to the public, 




According to an interviewee (2-5, 04 January 2011, El Fasher) in the State Ministry of Health:  
NGOs in North Darfur State have been making a good effort in curative health service 
delivery to the poor and conflict-affected people. But the government should remove the 
obstacles that it puts in front of the NGOs to access the remote areas, and try to benefit 
from their resources and experiences to build its capacity of the health system. Without 
the NGOs‟ assistance the government is not able to deliver curative health services to its 
population. The challenge that is facing the government in the near future is the 
sustainability of curative health services delivery after the NGOs leave the country. 
Therefore, the government should consider now the sustainability of health service 
delivery issues and try to get help from donors and existing international NGOs to build 
and improve the capacity of health facilities and infrastructure so as to at least minimize 
the gap that will happen when the NGOs leave the country. 2  
 
This study has documented the extensive role that NGOs have played in providing curative 
health services during the period of civil conflict, especially to the remote areas, where 
government services have not reached communities, and the IDP camps. The main concern is 
what will happen if and when the international NGOs leave. The interviewees are well aware of 
this issue and mainly suggest that the government seek to maintain partnerships with the 
international community.   
 
8.4 Human resources  
North Darfur State suffers from a lack of human resources in the public sector for curative health 
service delivery. According to Logie et al (2008:257), WHO suggested that a minimum of ten 
doctors serve 100 000 people. In North Darfur State, one deputy specialist, two specialists, and 
five general doctors serve 100 000 people (see Table: 5.3). WHO recommended twelve nurses 
for the same population size and the World Bank nine, as cited previously (Bateman, 2007:1022 
and WHO, 2006a:36). 65% of general doctors and 75% of nurses have not received further 






According to an interviewee (1-5, 09 January 2011, El Fasher) in the State Ministry of Health:  
We have a shortage of front- line health workers, a high level of absenteeism and low 
productivity.  Long-term investment in the State health work force will be required to 
achieve adequate staffing levels. The number of health workers should be increased 
according to the WHO‟s recommendation and also there is a need to orientate health 
worker training and develop career incentives to encourage service in rural and 
disadvantaged areas to counteract the tendency of health workers to work in cities. There 
should be health worker management strategies through supportive supervision, 
improved supply of essential goods and integrated on the job training.  
Also the interviewee said that:  
The government should stop the migration of health staff by providing a good work 
environment, which includes raising their salaries. Therefore the government needs to 
identify the push factors that make the health staff migrate from the public sector to the 
private sector, including to NGOs and abroad and, solve them. These factors include, low 
wages, lack of additional training opportunities, poor working and living conditions, and 
lack of social and retirement benefits.  
 
According to another interviewee (2-6, 23 December 2010, El Fasher) in the State Ministry of 
Health:   
Even when there is a lack of health staff numbers compared with the size of population, 
the government needs to improve the productivity and performance of existing staff. The 
main strategies for doing so include training, supervision, performance appraisal, changes 
to the way in which services are delivered, and implementation of modern quality-
improvement methodologies. Every person has a right to access skilled health personnel.  
An important ingredient of this commitment is the need for scaling up health worker 
education and training, not only in terms of technical skills but also in sustainable, 





The interviewee also mentioned that:  
The effective way to stabilize the existing health staff and bring more of them to rural and 
remote areas is by the government offering higher salaries and travel benefits to persuade 
medical staff to work in the remote areas. To improve the standards of health services 
they provide, the government needs to integrate these workers more fully into the health 
system, to motivate them by providing better living and work conditions as well as 
offering training programs.      
The movement of health personnel from the public to the private sector was revealed in Tables 
5.7 and 5.9. Added to this, though, as the quotations above indicate, is the tendency for health 
personnel to be concentrated in urban areas, especially in El Fasher (see Table 5.6).    
 
According to an interviewee (2-7, 17 December 2010, El Fasher) in the State Ministry of Health:  
There are considerable regional disparities concerning the availability of health 
personnel. The rural areas are somewhat deprived in this regard. Therefore, human 
resource development is needed and should be accompanied by a fair distribution of 
health personnel among rural areas. There is a need to equip the referral hospitals with 
qualified health personnel and address shortages of administrative personnel at all levels. 
There is a need for effective human resource management policy to solve the problem of 
lack of staff at health posts and other primary health structures. Impro ving access to 
quality health services can be possible through increasing the coverage of health 
facilities, especially in rural areas, addressing the human resources shortness problem and 
strengthening community based services and community participation.  
 
The interviewees, medical practitioners and public health officials alike, identify much the same 
range of problems. According to them, North Darfur State has insufficient numbers of health 
personnel. Their working conditions are inadequate and many cannot be persuaded to serve in remote 
areas. The interviewees believe that government should take the responsibility to improve matters. 
Those in the public sector need more incentives through better pay, improved working conditions and 




8.5 Financial resources  
8.5.1 Government expenditure on health  
North Darfur State has been suffering from inadequate financial resources to deliver quality 
curative health services to the population. 52.9% of the health services‟ budget comes from 
NGOs, and only 33.9% comes from the Federal and State Ministries of Health and 13.2% comes 
from other forms of external support (see Table 5.14). Curative health service delivery is 
dependent on funding by NGOs, but these funds are usually given for specific projects or areas 
and the sustainability of the funding cannot be guaranteed. Otherwise the only option for people 
to get curative health services is from the private sector which is very expensive for most people 
in North Darfur State, as has been explained.   
 
Increasing government expenditure on the health sector to 15% of the government‟s overall 
budget, as recommended by OAU and WHO (OAU, 2001: 5, and WHO, 2008b:15), would assist 
the State Ministry of Health to deliver quality curative health services and avoid uncertainties 
regarding the amount and flow of finances, risks to the health system and policy management, 
and implementation failure. This, however, is a long-term objective. What specific financial 
measures could be undertaken now in North Darfur State?   
 
According to an interviewee (2-8, 11 January 2011, El Fasher) in the State Ministry of Health 
Finance Division: 
The problems of local government health care financing are becoming increasingly 
important in the light of efforts to create a functioning health system. In current national 
health policy the district level implements health policy and takes the responsibility of 
financing health services from their revenue. When the government realized that the 
districts are not able to finance health services from their own revenue the government 
started supplementing them through lump sum allocations from the national level, 
although until recently this have been relatively small and not enough. My view is that 
the funding of local government should be further rationalized and integrated by 
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including municipal health services in the equitable share for basic services grant, 
replacing provincial health department payments with direct transfers from the national 
budget. By applying this system the district authorities would be able to have full 
autonomy in deciding on service provision within the parameters of national policy 
guidelines. 
 
According to an interviewee (1-6, 23 December, 2010, El Fasher) in El Fasher Teaching 
Hospital:  
The federal level should provide adequate financial resources, especially for poor states 
such as North Darfur State, and the State health administration should put in place a good 
plan and strategy within national health policy to improve health services. Also the State 
level should address the issues of corruption which has become normal in health 
administration, because we have experienced that even small funding which come from 
the federal level does not goes on the provision of health services and there is no effective 
accountability system in place. 
     
In general, what emerges from the interviews is a call for more efficiency in the disbursement of 
public funds for curative health services. One mechanism would be to transfer financial 
resources directly from the federal to the district level. Better measures of accountability and 
improved public management are recognised as needed to counter corruption. Such a revised 
financial system would also have to take into account the management of user fees.      
8.5.2 User fees  
In Table 5.11 it was shown that 92% of the expenditure on health services in the public sector in 
Sudan comes from user fees. These charges mean that the poor and the vulnerable cannot afford 
them. In North Darfur State, this affects in particular the 47% of people in urban areas and 80% 
of those in rural areas who earn less than US$ 1 per day (UN Report, 2011: 32-33).  This is a 
difficult issue. Without the revenue from user fees, public health services would deliver even 





According to an interviewee (2-9, 19 January 2011, El Fasher) in Millet District Hospital 
Finance Division:  
If the government wishes to improve curative health service delivery in this district and 
other districts, it must shift financing from user fee payments, which equal about 80% of 
health expenditure in the hospitals, excluding health workers‟ salaries, toward reliance on 
public financing and donor support. In this regard external assistance from donors and 
international NGOs can help but its effectiveness depends on better pooling and 
integration with domestic sources of financing and better control. Also, user fees for 
health interventions whose coverage needs to increase should be removed or reduced 
where possible so as to improve access to the health service by the poor. Therefore more 
money is necessary but improving the way of controlling the spending to finance health 
service provision is also crucial.  
 
According to an interviewee (2-10, 28 December 2010, El Fasher) in State Ministry of Health:  
User fee spending as a share of total health spending in North Darfur very high. It is 
above 80 percent which indicates that the population faces a financial barrier to accessing 
health services. I suggest that the government spending on finance health care needs to be 
increased and that user fees and fees for related medicines and tests should be free or 
reduced from their current levels in the public sector. The government should create other 
sources of funds from sources like taxation, social health insurance and user fee payments 
from rich people, as well as asking donors and international NGOs contribute to finance 
public health facilities.  
 
All interviewees argue that the charges for user fees for public health facilities in North Darfur 
State are very high and either need to be abolished or reduced to a minimum.  They suggest that 
the alternative to user fees is that the government should create other sources of funds such as 
taxation, social health insurance, as well as seeking support from donors and international NGOs, 
to finance public health facilities and to make curative health services free, especially for poor 
people, children and people with disabilities.  But even if further sources of revenue were made 
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available, this could lead to another set of issues.  The experience of countries that have removed 
fees is that this has led an increase in the utilization of health services, especially for the poor. 
This means an increase both in the workload of health staff and in drug consumption, which 
highlights an even greater need for more human and financial resources. 
 
The distribution of public funding for curative health services depends on how co-ordination is 
practised between three levels of government.  
 
8.6 Co-ordination between the federal, State and district levels of government  
The Federal Ministry of Health in Sudan is responsible for policy formulation and human 
resources. The State Ministry of Health is responsible for financing the health services. The 
district level is responsible for policy implementation. (see Chapter 3 section 3.3 and Figure 3.1). 
In North Darfur State, due to the lack of resource capacity at all levels of government, this 
decentralised system of health management and administration has not been able to function as 
planned.  
There are many factors that have affected the co-ordination between the federal, state and district 
governments to provide curative health services. These include a weak decentralization system, 
difficulties in travel and communication, all of which have been seriously affected by the 
violence in the region. A lack of trust has undermined co-ordination too. Such factors were 
discussed in detail in Chapter Seven. Interviewees considered how problems in co-ordination 
could be addressed.     
According to an interviewee (1-7, 03 January 2011, El Fasher) working in El Malha Rural 
Hospital:   
To strengthen the mechanism of health system management in a decentralization system,  
the federal, state and district levels should strengthen the existing co-ordination 
mechanisms and promote an incremental integration process, guided by a concern for 
attaining systemic efficiencies without disrupting the delivery of health services. 
Particular priority should be given to providing resources, especially financial resources, 
and make the transfer of funds from federal to state and district faster and easier and to 
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integrate information, planning, and management systems to facilitate this process. To 
address this, the government needs to build the capacity of the State Ministry of Health, 
as well as that of the district health authorities. It is planned to provide electricity, 
internet, and software, for supporting the design of a standardized and integrated 
database, and to link all health facilities in the districts with the State and with the Federal 
Ministries of Health to exchange health information, and to monitor health system 
management and policy implementation. The public sector needs to involve the private 
sector, including international NGOs, as the health sector requires technical, economic, 
managerial, and political partnerships.  
 
According to an interviewee (2-11, 22 December 2011, El Fasher) in the State Ministry of 
Health:  
To address the problems that face health system management and policy implementation 
in a decentralization system, the government at all levels should remove the constraints 
that hinder the provision of quality curative health services. Constraints include: lack of 
financial resources, non-availability of health infrastructure, especially at district levels; 
and a lack of competent personnel in adequate numbers to serve in numerous health 
facilities, especially in remote rural areas. There are poor communication facilities to 
obtain health information, and there is a lack of adequate transport facilities to transport 
medical supplies. All these factors affect scaling up hea lth services, effective health 
system management, and policy implementation. 
  
Both the health administrators above show a clear overall understanding of what is required in 
general terms in order to achieve a much improved degree of co-ordination between the levels of 
government. Others spoke of more specific aspects of co-ordination.   
    
The consequences of conflict on managing curative health service delivery system and policy 
implementation include the issues of financial and human resources, equipment and supplies, 
service infrastructure, and the organization of health service delivery (see Chapter Six, section 
6.3 and Table: 6.2). 
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Conflict in the region has badly affected transport and communication. Because of road blocks 
and the destruction of bridges and communication towers, supplies of commodities, equipment 
and drugs throughout North Darfur State have become difficult and uncertain.   
 
According to an interviewee (1-8, 11 December 2010, El Fasher) in Mellit Rural Hospital: 
We are supposed to visit each facility on a monthly basis to supply commodities, review 
health system management data and support front- line staff. But due to the insecurity and 
lack of vehicles such supervisory visits were infrequent and not always supportive. To do 
this we need security and more vehicles and fuel, because we experienced breakdown of 
vehicles and unavailability of fuel, compound the situation.  
 
How could communication be improved in these circumstances?  According to an interviewee 
(2-12, 16 January 2011, El Fasher) in the State Ministry of Health:   
For a better and an active communication system between the three levels of government, 
the government should organize for the federal, State and district levels to indicate the 
lines or channels of reporting and communication. There is a demand for clarity on 
channels of reporting and communication and for functioning communication facilities to 
coordinate the district, State, and federal levels. 
 
 Also the interviewee said:  
The system should put in place regular, structured communication which needs effective 
communication infrastructure which includes internet communication, telephones and 
computers, especially at the district and State levels. Internet connection needs to be 
installed in all levels, which will enable all departments and administrat ive offices to 
access the internet, but the government needs to provide electricity supplies first.  Also 
the health councils for information sharing at district and State level must meet monthly 
to evaluate the situation of health service delivery and health system management 
because sometimes they meet only once a year for feedback. Without adequate and timely 
communication between the three levels, district, State and federal, health management 




More effective co-ordination therefore requires infrastructure and equipment to make 
communication easier, but it also requires more active management to ensure that officials meet 
regularly to deal with issues regarding the delivery of health services. Co-ordination also entails 
the transfer of resources and information between the levels of government. 
 
According to an interviewee (2-13, 23 December 2010, El Fasher) working in Kutum Rural 
Hospital:  
We who are working at district level suffer from a lack of resources and delays in 
transferring them from El Fasher. We need co-ordination between State and district in 
terms of transferring the funds to be stronger. Due to the bad secur ity situation we need 
the district authorities to supply us with money which is collected locally from taxes and 
so on, instead of first transferring this to El Fasher. The State authorities took our funds 
from Millet district. We need funding to be guaranteed on time so that we can deliver 
health services. 
According to an interviewee (2-14, 25 December 20101, El Fasher) in the State Ministry of 
Health Finance Division:  
We receive very few funds from the federal level except the health workers‟ salaries, but 
the authorities at federal level usually delay in transferring the funds to us. Although the 
transfer takes place through the Bank we don‟t know why they delay. Their justification 
is that they didn‟t receive the funds on time from the Ministry of Finance which means 
that there is a complicated bureaucracy of transfer. In my view I suggest that the federal 
authorities should put one month‟s funds in reserve so that transfers can happen on time 
at the end of each month to poor states such as North Darfur State.  
Two mechanisms in improving the flow of public revenue to the districts are suggested above. 
One is essentially for the districts to collect the revenue themselves that is due to North Darfur 
State from federal government. Again, this is a call to simplify processes by avoiding the State 
level altogether. Secondly, there is the view that the federal government should maintain a 
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constant reserve of revenue so that there need not be any delay in regular transfers to lower 
levels of government.  
Curative health services require co-ordination in relation to accurate data and information (see 
section 6.4.2 and Table 6.5). This was seen as a widespread problem by 88% of the interviewees. 
     
According to an interviewee (1-9, 27 December 2010, El Fasher) working in El Towasha Rural 
Hospital:   
For a good data collection system there is a need for standard data collection tools for the 
routine data collection procedures. To do this there is a need to develop unified system 
registers for collecting information from patients in health facilities. The facilities 
administration should send a mortality and morbidity report to the State Ministry of 
Health; and the government must fund vertical programmes to obtain reports by virtue of 
programme data collectors or contracts for services providers that link funds to 
performance and monitoring. Also there is a need for improvement of the capacity for 
data collection and analysis, and monitoring and evaluation knowledge at district and 
State levels. Data collection and basic aggregation and analysis must happen in health 
facilities. Without operational district health departments‟ data collection and data flow 
reports feedback of the routine health information system does not follow the 
management lines of the health system. Data flows from health facilities to the State level 
and from State level to the federal level is really necessary and needs to be over the 
internet to get feedback quickly from the lower level to the high level and vice versa.  
The interview also disclosed that:  
Districts and the State are bypassed on the assumption of their low capacity, but feedback 
to lower levels is mostly needed. In addition to that, the monitoring and evaluation 
system has challenges which need to be solved by government and its partners. These 
challenges include: poor coverage of information technology equipment to analyze and 
process data at state level; limited power sources in district areas; communication and 
transportation problems for data to be transmitted from the collection to the processing 




According to an interviewee (2-15, 14 January 2011, El Fasher) in the State Ministry of Health:  
In co-ordination between the three levels of government to manage and implement health 
system and policy, in my view we face the problem of real data collection which needs to 
be changed from a paper-based system to an electronic system. The data that are now 
presented on paper will have to be translated and modified to fit the electronic system, 
which requires training employees and physicians, and also requires the establishment 
and adoption of standard terminology, that is, a common language for the description and 
exchange of data.  
 
The interviewee also said that:  
The government should give an opportunity for health workers, especially for those who 
work in hospitals and other health facilities, to gather information about health service 
delivery and analyse them, just they should be supported by an electronic medical record 
which should be available in digital form, at least in bigger hospitals. By investing a 
relatively small amount of time and money, they‟ve collected it all in one database and 
designed an easy-to-use interface that allows nurses, doctors, medical researchers, and 
finance staff to organize it in almost any way they want. Also the important thing in this 
regard is that the information that is collected from health institutions must be considered 
and relied on at a high level and become the source of the health service database for 
effective  health system and policy, and not be ignored as usual by those at a high level. 
In this respect the concerns of health services providers should be respected by the 
managers at high levels because they have experience in gathering data from their daily 
practice.  
 
According to an interviewee (2-16, 13 January 2011, El Fasher) in the State Ministry of Health:  
To address the issues of monitoring and reforms health systems, the government should 
establish a national electronic resource centre that would include a national database on 
selected indicators. Based on these, State and district levels profiles should be developed 
on a standardized template using relevant information about the health system. There is a 
need to develop management capacity with a view to strengthening the monitoring and 
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supervision mechanisms of field workers. This is a very high priority, as it has been 
identified as one of the reasons for health service performance gaps in underserved areas. 
Additionally, there is a need for professionalism and dedication in the health service.  
 
The above set of substantial quotations from health practitioners and officials raise a common 
concern. Improving curative health services, in their view, depends on gathering vital 
information, data and evidence in local health settings and incorporating all this in integrated, 
electronic databases that can be made widely available for monitoring and evaluation, and 
diagnosis. These would be technical improvements to existing services. But in order for this to 
be successful those in senior positions of authority would have to value and respect contributions 
that could be made by those at lower levels of government. This is the issue of trust.  
 
It was reported earlier that 88% of interviewees stated that there is a lack of trust between the 
authorities in the three levels of government (see section 6.4.4 and Table 6.7).  
 
According to an interviewee (2-17, 12 January 2011, El Fasher) in the State Ministry of Health: 
One of the factors that weakens the co-ordination between the federal, state and district 
levels to deliver curative health services and manage the health system and implement 
policy is a lack of trust between State and local government officials. To build trust 
between government officials in these levels, especially between State and district levels, 
the government should increase the funds for district levels because currently they depend 
on donors and funds from NGOs and they do not need to trust the high government 
officials. Mistrust between district and State actors has led to resistance at the district 
level to implement government health policy. Also the government needs to train health 
officials at State and district levels because health officials at the federal level do not 
recognize those at lower levels, especially those at district levels because they are not 
qualified and most of them don‟t know the national health objectives. Therefore, the 
government, when planning new policies, should make efforts to consult with and engage 




According to an interviewee (2-18, 22 December, El Fasher) in State Ministry of Health: 
To improve health service delivery, overall management at the central level needs to be 
changed because it is not active due to the existence of many co-ordination and 
management structures, and regional, departmental and local development committees 
which has led to the mistrust between health committees at the three levels. To build trust 
between health officials at the three levels the government should train health 
administrators in the best practices of health system management and policy 
implementation and supply them with modern communications tools. Also there a need to 
ensure that the health committees between the three levels meet regularly and often, 
especially committees of State and district, so that their meeting together can build trust 
between them. To do this, the government should support the health authorities at State 
and district level with additional financial resources to activate their health committees 
and train health administration staff.    
     
Improvements that could be made in raising the degree of trust between the three levels of 
government can be understood as human and as organisational. The human element of trust 
identified by the interviewees can be understood as a concern for respect. Thus it was said that 
health officials at the federal level do not have respect for those at lower levels who are seen to 
have less expertise and experience. More training and more contact between those in the health 
services at the different levels of government were seen as ways of building trust. The 
organisational aspect of trust was viewed as a consequence of the system of public health 
committees being complex and dysfunctional, which has led to poor communication.  
 
8.7 Collaboration between the government and NGOs  
In North Darfur State the NGOs have collaborated with State and district levels of government 
and provided 70% of curative health services (State Ministry of Health Survey Report, 2010). 
The areas of collaboration include: providing human and financial resources; providing materials 
and equipment; exchanging information; developing joint projects. This was discussed in 
Chapter Seven. There are many hindrances and obstacles which affect this collaboration. The 
interviewees expressed views about the best way to remove them. International agencies and 
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NGOs provide a good number of health staff (see section 7.3.1 and Table 7.2), and are also 
involved in training government health staff.   
 
According to an interviewee (2-19, 12 January 2011, El Fasher) in the State Ministry of Health: 
The NGOs have taken the lead from government in providing curative health services, 
whether by financial support or human resources. Currently the number of NGO‟s health 
staff working in the field is more than the government health staff. Because of low 
salaries and the bad work environment, government health staff left the public sector to 
work in private sector, especially with NGOs, and this will become a serious problem 
facing the government in the near future. To address this, the government should increase 
the salaries of health staff, improve working conditions for them and train them to stay in 
the public sector, because after the NGOs leave the State those who work with NGOs will 
not come back to work in the public sector if the salaries and work condition remain as 
now. Definitely they will migrate to work in the private sector or migrate abroad.    
     
The interviewee‟s comments imply several issues relating to collaboration. The necessity to 
improve the opportunities and working conditions for health personnel in the public sector is an 
issue that already been discussed. A possible form of collaboration would be for the NGOs to be 
given some responsibility to carry out additional training in order to build the capacity of health 
personnel in government. But this would need an even greater commitment of resources by 
international NGOs and agencies. 
    
The interviewees stated that the NGOs provide more financial resources to finance curative 
health services than the government (see section 5.5.1 and Table 5.13). Collaboration with 
government in this respect has been problematic. According to an interviewee (2-20, 25 
December, El Fasher) in the State Ministry of Health who is a coordinator of NGOs:  
There are many problems that affect the level of collaboration between the government 
and NGOs. These problems include financial issues. The government wants the NGOs to 
support the State Ministry of Health directly to finance health services. In my view there 
is no justifiable reason that the NGOs support State Ministry of Health in providing 
health services, because of corruption in government. Therefore the NGOs should 
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provide health services by themselves. But I think if they put their focus on developing 
health infrastructure rather than providing health services alone, it would be better for 
government so that when they leave the country the government can benefit from that 
health infrastructure. Also each international NGO has its own interest in providing 
health services. These different interests of NGOs make it difficult for government to 
coordinate with them. Therefore the NGOs should integrate their interests so that 
government can easily coordinate with them. The NGOs need to be effectively 
coordinated to serve national interests. 
 
These are serious issues that the interviewee raises since they are central to the nature of 
collaboration between the government of Sudan and North Darfur State and international NGOs. 
Their interests are seen as very different, with government concerned about the health system 
itself, while the NGOs concentrate on humanitarian relief in the region. Here again difficulties in 
communication and trust seem to be present. This is revealed as well in the disbursement of 
financial resources. Government, it is said, would prefer to receive direct transfers from NGOs, 
while NGOs prefer to control their own funds and spend them on their own services. These 
obstacles to collaboration also happened with materials and equipment. 
 
63% of interviewees stated that NGOs have been providing materials and equipment  to 
government health institutions, especially in the rural areas and even to the main teaching 
hospitals and the specialist hospital in El Fasher town (see section 7.3.3 and Table 7.4). 
According to an interviewee (2-21, 26 December, 2010 El Fasher) working in the State Ministry 
of Health as a general manager:  
International NGOs have been providing materials, equipment and drugs to the State 
Hospitals, especially El Fasher teaching hospital, and without the NGOs‟ support we are 
unable to run public hospitals. For example, even with the support of NGOs we have 
shortages even in oxygen, ambulances, hospital beds, unsustainable electricity and other 
materials and equipment. Therefore we need NGOs and donors to assist and build us new 
specialized hospitals and supply them with materials and equipment. Also beside that we 
need support from NGOs to continue providing materials and equipment for our old 
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health facilities. But the problem facing the government in the near future is how to keep 
the materials and equipment that have been provided and maintained by the NGOs 
working after the NGOs leave the country.  
What is significant is the role that NGOs play in North Darfur State in helping to support current 
public health facilities. The question is how sustainable this collaboration can remain, or even be 
extended, if the government is unable to provide basic infrastructure like electricity.  
 
Collaboration between the levels of government and the NGOs depends on communication and 
trust. In terms of communication and information exchange between government and NGOs, 
92% of interviewees working with NGOs stated that NGOs provide good information about 
curative health service delivery, especially regarding controlling diseases and epidemics in IDP 
camps and rural areas (see section 7.3.4 and Table 7.5).  
 
According to an interviewee (2-22, 27 December 2010, El Fasher) in the State Ministry of 
Health:   
The best way of better collaboration between the government and NGOs to deliver 
quality health services is through transparency and sharing information which establishes 
trust and sustains collaboration between them. We felt that the larger international NGOs 
such as WHO and UNICEF are more transparent and willing to share information than 
the smaller NGOs.  
 
Also the interviewee said that:  
The lack of transparency by some NGOs is real and that is why they avoid collaborating 
with government because they are reluctant to open themselves up for scrutiny. For 
government to build trust with the NGOs and make sure that they don‟t have a political 
agenda they should invite them to accompany them in the field.   Currently, a lot of effort 
needs to be done by both government and NGOs to a ensure regular and transparent flow 
of quality information regarding health service delivery activities. This would then 




From the interviews the suggestion emerged that a means of overcoming the suspicion between 
government and the NGOs and improving communication between them would be for them to 
work together on joint projects as practical forms of collaboration.      
 
88% of interviewees indicated that there is good collaboration between the government and 
NGOs in establishing and developing joint health projects, such as building health centres and 
some rooms in rural hospitals (see section 7.3.5 and Table 7.6). A positive aspect of joint 
projects between government and NGOs is when NGOs involve the government and community 
in establishing health facilities, so that the community can maintain them on an on-going basis.  
 
According to an interviewee (1-10, 13 December, 2010, El Fasher) working in El Towasha Rural 
Hospital:  
International NGOs have established health centres as joint projects with government and 
communities and supplied them with materials, equipment, drugs and staff, especially in 
rural areas and IDPs camps, and also support rural hospitals with hea lth materials, 
equipment and drugs. But the problems facing NGOs is that the government does not 
give them access to the remote areas where people need the health services and this needs 
to be solved by government by ignoring the political issues. Also the  NGOs involved 
with the community in these health projects need to be monitored by the community, but 
the government does not want the community to be involved in health projects. Therefore 
it puts obstacles in front of the NGOs to establish these health projects in rural areas and 
wants them to be established in urban areas so that they can be monitored by the 
government. This needs to be solved.  
 
According to an interviewee (2-23, 27 December 2010, El Fasher) in the State Ministry of Health 
who is a coordinator of NGOs:   
The State Ministry of Health must establish effective links and coordination procedures 
with external partners and NGOs that include the signing of agreements of understanding 
with external partners on how to deliver curative health services. Currently the State 
Ministry of Health complains that NGOs implement activities, such as establishing health 
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projects and providing health services, that are not informed by agreement by both 
parties. This has resulted in poor collaboration at State level and a feeling by State 
authorities of being bypassed. This need to be s`olved by discussion.  
 In this regard the interviewee said:  
The NGOs really need to seek permission from one authority, not like what is going on 
now where they have to get permission from three or more government authorities. I 
think it is best to get permission from the State Ministry of Health only and not from the 
security authorities.  
 
Trust is the common theme in the above set of quotations. Channels of communication between 
government and the NGOs are seen as the essential means of helping to build trust. Collaboration 
which is based on formal agreement and then pursued by observing protocol would help to 
improve the situation, interviewers indicate.  
      
In terms of developing national health policy, NGOs in North Darfur State do not participate 
effectively in developing national health policy; only 35% of interviewees in all sectors stated 
that NGOs contribute to developing national health policy (see section 7.3.6 and Table 7.7).  
 
According to an interviewee (2-24, 24 December 2010, El Fasher) working with Medicines Sans 
Frontiers – Spain:   
The government didn‟t give NGOs the opportunity to participate in the formulation of 
National Health Policy of 2007. Therefore NGOs don‟t have any commitment to develop 
national health policy because they are not part of its design. NGOs implemented their 
own policies which are adapted from WHO policy, 95% of its objectives being the same 
as those of the National Health Policy. Donors who support the NGOs were not willing to 
support the Federal and State Ministries of Health directly to develop national hea lth 
policy because they fear corruption. Currently the government needs NGOs and donors to 
assist in developing its national health policy by involving them from the beginning in 
health policy formulation because the NGOs have been providing more curative health 




According to an interviewee (2-25, 12 January 2011) who is the Deputy Co-ordinator of NGOs:    
The partnerships and collaboration with stakeholders such as NGOs need to be stronger. 
This can be through improvement of government capacity, especially at district level, the 
area where the NGOs are doing a great job and providing health service to the poor and 
vulnerable people, to supervise and follow up on the partners and NGOs‟ implementing 
activities. NGOs must be given a format or template for reporting on progress in 
implementing their activities. There is a need for a forum that brings together NGOs, the 
State Ministry of Health and other partners to discuss health service delivery issues, like 
the situation of health system management and policy implementation and other relevant 
issues in the health sector. In my view, stewardship should be with the government; 
whereas the implementation of health service delivery should stay with the NGOs, 
because the government is not able to do this task; and the monitoring of activities should 
be done jointly. 
 
Also the interviewee said that:  
The NGOs bring in substantial resources for the delivery of health services. They don‟t 
want to be involved in other health issues such as development of the health system and 
government policy. This needs to be solved through sitting both parties down and 
deciding the priorities for spending such resources, since for us as State Ministry of 
Health we need the NGOs and donors to build government capacity in terms of 
improving the health system and policy, and to provide the health facilities with modern 
equipment, communications tools, sustainable electricity supply and so on rather than just 
providing health services to the poor and vulnerable people in North Darfur State.    
 
According to an interviewee (1-11, 23 December 2010, El Fasher) working in Kabkabeiya Rural 
Hospital:  
The government seems to concentrate on collaboration with NGOs for health service 
delivery rather than on policy development or advocacy. In my view this is not the right 
way for government to develop the national health system. It should direct the NGOs to 
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contribute to health policy development and their collaboration on health service delivery 
should be with the State Ministry of Health and not at district level where the health 
policy is implemented.  The best examples of such collaboration are more likely to be 
found at the district and lower levels. The NGOs make a good effort to include the 
community in their activity of health service delivery, especially in join health projects. 
 
Health officials in North Darfur State believe that the form of collaboration with international 
NGOs in the area of health should be extended, or better integrated. The NGOs apparently prefer 
to concentrate on their own projects to deliver health services in local areas and leave national 
policy to government. However, a representative from a NGO argued differently, suggesting that 
NGOs were never asked to play such a role. At a local level there is agreement that government 
and NGOs could collaborate more effectively, for example, to produce common information and 
an integrated system of monitoring and evaluations health projects in local communities.  
       
8.8 Conclusion 
This chapter moved from identifying issues and problems relating to curative health services in 
North Darfur State to examining how they can be addressed. Health practitioners and public 
officials expressed their views on how improvements could be made to the health system and to 
providing health services. Health facilities, equipment and technical services, as well as general 
infrastructure, was one area of concentration. A second was human and financial resources. The 
third focused on co-ordination between the three levels of government, followed by collaboration 
between government and NGOs. The next and final chapter concludes the analysis by putting all 





Prospects for Delivering and Managing Curative Health Services in North 
Darfur State 
9.1 Introduction  
What improvements can be made to the curative health system in North Darfur State? The 
previous chapters have explained the structure of the system, which emerged from the National 
Health Policy 2007-2011, how health services are delivered, and the facilities and resources that 
have been available. The health system depends on co-ordination between the federal, state and 
district levels of government. Increasingly, over the past decade health services have been 
provided by international NGOs. The last chapter investigated how improvements could be made 
to managing the health system and to delivering health services. This chapter examines the 
prospects for such improvements, both the opportunities and the constraints, in order to make a 
realistic assessment of what is feasible.   
 
The greatest challenge is that the conflict in North Darfur State has destroyed health facilities, 
displaced people, made delivering services unsafe in the remote areas and led to poverty and 
disease. Those affected by conflict are 1.6 million people, 81% of the population of North Darfur 
State, with 37% classified as IDPs (United Nations Report, 2011:58). Therefore the geographical 
distribution of the State‟s population has changed, with 90% of the people concentrated since 
2003 in urban areas and in IDP camps around the towns, and especially around El Fasher, the 
State capital.  
As noted earlier, 80% of the people in rural areas and 47% in urban areas have to live on less 
than US$ 1 per day (State Ministry of Finance Report, 2009). The outbreak of disease among the 
people is very high. The most prevalent diseases are diarrhoea and malaria (see Figure 1.2).  
According to UNICEF, the infant mortality rate in North Darfur State in the early years of the 
conflict was given as 61/1000 live births and the maternal mortality rate was 700/100,000 of live 




Given the context, this chapter will be organised into three themes: the system of delivering and 
managing curative health services; the continuing role of NGOs; and the implementation of 
recent political developments.  
9.2 The system of delivering and managing curative health services   
A federal system of government is a common arrangement worldwide, especially in large 
countries with scattered and diverse populations as in Sudan. Accordingly, Sudan‟s health 
system is structured on a federal basis. The National Health Policy of 2007 specifies that the 
Federal Ministry of Health is responsible for formulating national policy and setting national 
priorities, while a State Ministry of Health is responsible for financing the public health services 
and the district level implements health programs by providing, managing and assessing health 
services. 
 
Makinde (2005: 63-69) has investigated federal health systems in developing countries. In his 
view, links are critical between federal, state, and district and community levels in order to 
facilitate the implementation of health policy by, for example, information flowing upwards from 
communities to federal government, and resources downwards to where they are needed. Those 
at the federal level should involve, integrate and coordinate inputs from the lower levels so as to 
result in a comprehensive, systematic approach to policy implementation and health system 
management. Typically, though, according to Makinde, in most developing countries health 
policy is planned at the top level without consulting or allowing participation by those who 
deliver health services or by those in the communities who receive them. The findings of this 
study on curative health services in North Darfur State are consistent with Makinde‟s general 
interpretation.  
 
Islam (2007:4) suggests that an assessment of a health system should take account of the degree 
to which government is decentralised and of the levels of authority in decision-making. Which 
administrative levels have authority over planning, budgeting, human resources and capital 
development? Is the health sector represented at the local level? Does a local authority have a 
role in developing policies, allocating resources and planning human resources?   
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These considerations turned out to be important in investigating the curative health system in 
North Darfur State. In principle, NHP 2007 makes provision for health officials to participate in 
deliberations with those at a higher level than themselves, but, as was related, the 
intergovernmental committees for this purpose had proved to be dysfunctional, because of 
failures in management, poor means of communication and difficulties in travelling to meetings 
in unsafe conditions. In broad terms, the health system experienced in North Darfur State lacks 
the capacity to succeed in achieving the aims of decentralisation as envisaged in terms of NHP 
2007.  
 
According to Khaleghian and Gupta (2005: 1088), many developing countries which introduced 
decentralization found that local officials did not have the basic administrative capacity to carry 
out their responsibilities, which led to failures in service delivery. As was reported, federal 
officials in the public health sector in Sudan, as well as those in the North Darfur State 
government, argued that there was inadequate expertise in the districts to be able to cope with 
additional authority. Local officials, by contrast, argued that unsafe and ill-equipped working 
conditions, and low and irregularly paid salaries, undermined their performance, apart from 
giving them little opportunity to advance their careers through additional training.  
 
The result of all these factors is that the curative health system in North Darfur State has led in 
practice to a characteristic form of decentralization in which the federal government has 
centralized control, leaving little autonomy to government in North Darfur State, and even less to 
the districts. El Saharty et al (2009: 41) found that a key constraint to implementing a 
decentralized system successfully is when local health officials have only limited opportunity to 
make decisions and to act on them. This was shown to be true in North Darfur State as well. 
Therefore, the curative health system in North Darfur State is hierarchical, which is managed in a 
top-down manner. Responsibility for implementing curative health services has been transferred 
to the district level, but without granting it the necessary facilities and resources in order for 
them to be able to carry out whatever is required. 
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Furthermore, without adequate information systems, mechanisms for monitoring and evaluating, 
forms of communication, as well as trust, throughout the public health sector in Sudan, 
accountability for performance has been reduced to each level of government blaming the others, 
as was revealed in the interviews, for failures in delivering curative health services. 
 
According to Khaleghian and Gupta (2005: 1093- 1094), the effectiveness of health service 
delivery depends upon the extent to which those who deliver it are held accountable for their 
performance. Health officials at all levels in the public system should be made accountable by 
monitoring their performance, rewarding them for good performance and punishing them when it 
is not. This study did not discover any such formal mechanisms of accountability in North Darfur 
State. 
 
The link between the public health system in North Darfur State and the services provided has 
been complicated by the serious conflict in the region since 2003. The remote areas became 
insecure, with many forced to flee to IDP camps. People moved to urban centres too, especially 
to El Fasher, which is also surrounded by IDP camps. Curative health services, and health 
facilities more generally, are now concentrated in El Fasher. The dysfunctionality or 
inadequacies of the Basic Health Units and Primary Health Care Centres has meant that people 
travel a considerable distance in dangerous conditions to seek more specialised health treatment 
and facilities in El Fasher. A health system which has been structured in order to become 
decentralized has become centralized within North Darfur State, leading to an imbalance in the 
region which does not meet the needs of curative health in the rural, remote districts. The actual 
flow of health services in the public sector, from the federal level to North Darfur State and to its 
districts, and the movement of people in search of medical treatment from rural districts to El 





























Figure 9.1 Delivery of curative health services in North Darfur State. 
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While, as was discussed, curative health services are much better in El Fasher than elsewhere, 
the public health sector in North Darfur State falls short of the government of Sudan‟s as well as 
international norms and standards. This is so on a wide range of measures: the facilities, 
equipment, services, and the number and quality of medical practitioners, assistants and nurses 
are all inadequate to address the needs of the State‟s population. Organization, management, 
training and communication were found to be lacking. This is not entirely due to the 
consequences of the conflict in the region, although this has been a major factor since, for 
example, a considerable proportion of the Sudanese government‟s budget is alloca ted for 
security purposes. 
 
A very significant aspect of health revenue in North Darfur State is the increasing reliance on 
user fees over the past several years in order to support the public health sector. To recall, the 
first consultation with a health worker is free, but all subsequent treatment and medication is paid 
by patients. For most in North Darfur State this is unaffordable, especially when this is added to 
the cost of travelling to health facilities. The cost of accommodation and payment of an entry fee 
to visit a patient in hospital are further burdens. Therefore, the poor and vulnerable opt for 
traditional medicine or relief from a NGO, if available. 
 
Most who were interviewed suggested that user fees be reduced or abolished. While this would 
make health services more accessible to the poor, a reduction in revenue would probab ly result in 
a reduction in health services. Furthermore, cheaper or free services would lead to an increased 
demand for them at the same time as the supply decreases. 
 
Another significant feature is that 98.8% of public expenditure on health in 2009 (see section 5.8 
and Table 5.15) in North Darfur State was spent on salaries. This left very little available for 
health services themselves. But even this very high proportion did not seem to be translated into 
sufficiently high salaries, according to the medical personnel who were interviewed. 
Consequently, the public sector found it difficult to attract and to retain medical staff. One means 
of doing so was to allow medical practitioners to have a private practice while remaining in the 
public sector. Some interviewees remarked that doctors then tended to neglect their 
responsibilities in public service, preferring to concentrate on the rewards of private practice. 
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Very few in North Darfur State can afford private care. But it could be argued that without 
allowing medical personnel to combine private practice with government service, the public 
health sector would be in an even worse situation than it is. (The relation between the public and 
private sectors has also been illustrated in Figure 9.1, together with the role of international 
agencies and NGOs.)  
 
9.3 Continuing role of NGOs  
Because the capacity of government at all levels to provide curative health services in North 
Darfur State is limited, as has been shown in this study, much of what is needed has come from 
the efforts of international agencies and NGOs, especially WHO and UNICEF. The NGO sector 
in the State has more staff for health services than government has (WHO, 2010: 12). As was 
also noted earlier, the NGOs provide more funds for health services than the government (see 
Table 7.3), as well as most of the materials and equipment (see Table 7.4). 
 
According to Brinkerhoff and Crosby (2002: 86-87), a leading health agency‟s responsibility is 
to co-ordinate all the activities of agencies working in the health sector and to help ensure the 
alignment of activities and strategies with the host government‟s policies. There have been 
difficulties in achieving this in North Darfur State. The Sudanese government‟s decision to expel 
thirteen NGOs from the region in March 2009 is one such example. The political instability in 
the region and the ongoing conflict causes the government to control access to areas under threat 
and to be suspicious about the motives of the NGOs. Consequently, the NGOs have had to be 
careful in how they have undertaken health services as humanitarian relief. 
 
In these circumstances, information is not easy to obtain. Those in NGOs are reluctant to speak 
for fear of compromising the work of their agencies and they do not publish data about their 
health services. This lack of trust, which is understandable, is a hindrance to collaboration with 
government. Commenting generally about NGOs, Hopkins (2004:63) suggested that the 
weakness of their services is that „they are often poorly co-ordinated, act in parallel with the state 
systems, have a different vision of the system, which they are seeking to bolster or re-establish; 
and compete for partners, resources and publicity‟.  This happens, Brinkerhoff and Crosby 
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(2002: 86-87) argue, because national governments, international donors, international and local 
NGOs all have conflicting agendas. In North Darfur State, the international NGOs have 
concentrated their efforts on providing health services to those who have been affected by the 
conflict in the region, whereas some in government would also prefer them to contribute to the 
National Health Policy and to building the capacity of the health system more generally. This has 
led, in some respects, to the NGOs operating in parallel with the system of public health. But 
there has been collaboration between government and the NGOs. 
 
As was discussed, the NGOs support the public health system. Those in the private health sector 
who were interviewed called for NGOs to help introduce and implement integrated databases 
and programs in monitoring and evaluation in order to deal with curative diseases. Furthermore, 
the NGOs and international donors are regarded by public health practitioners and administrators 
as sources of expertise, experience and resources, which are needed to overcome challenges 
relating to infrastructure, facilities, equipment, supplies and services.  To this can be added 
further training and education of medical personnel. In summary, curative health in North Darfur 
State has become increasingly reliant on NGOs ever since conflict arose in 2003 and throughout 
the past several years when the government has been implementing the National Health Policy.  
 
All the interviewees commented on this reliance on NGOs and were concerned about the future 
of the health system when the NGOs decide, or are forced, to leave.  The assumption is that the 
role of the NGOs would be over once peace returns to North Darfur State. The issue, then, is 
how to sustain and develop the health system in the absence of NGOs. It may well be that some 
major agencies, like WHO and UNICEF, remain committed to North Darfur State for quite some 
years. In any event, what is feasible now, many interviewees indicated, was for government to 
assume responsibility to establish partnerships with NGOs to build capacity and to invest in the 
health system itself. 
 
Such partnerships would require a different level of collaboration between government 
authorities and NGOs. Their agendas would have to converge to some degree. As emerged in 
previous chapters, such collaboration is only possible if government and the NGOs communicate 
fully, openly and regularly with one another, and in so doing learn to respect and trust each other. 
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Then collaboration would turn from the current set of working arrangements into a full 
partnership. But is this likely? The political circumstances over the past decade have made the 
government of Sudan suspicious of NGOs, as has already been said, and NGOs, which are 
mainly focused on relief efforts to the poor and vulnerable, are wary of falling under government 
control.  
 
A study by Chand and Coffman (WHO, 2008a:6) concluded that in an optimal scenario, donors 
can successfully disengage some 15-27 years after political conflict has ended. An earlier report 
by United States Agency for International Development (UNAID) (2005) recommended at least 
ten years. By such measures, North Darfur State could contemplate a further decade, perhaps two 
decades, of assistance from international agencies and NGOs. Were this the case, and assuming 
that the political climate allowed for collaboration as partnership between government and 
NGOs, what should be on the common agenda to addresses needs in curative health? Four main 
areas were identified in the course of this study. 
  
The fundamental requirement is to repair, restore and develop the infrastructure on which a 
health system depends. Electricity, water, roads, transport and communication systems are all 
necessary throughout North Darfur State. Secondly, health practitioners and officials urged that 
government incorporate NGOs in public policy processes, in helping to design policies and in 
improving the capacity for planning. This leads to the third and fourth areas. The third is to assist 
in developing human resources. This should include physicians, nurses, medical assistants and 
administrators, furthering their education and training to address the challenges in the health 
system. The final area is to introduce or enhance integrated systems to implement health policies, 
and to manage and administer the health system, its structures, its facilities and its services, from 
the federal level to North Darfur State and all of its districts.  
   
However, the potential to strengthen the health system and improve curative health services in 
North Darfur State has lessened since the fieldwork for this research was completed in December 




9.4 Recent political developments   
Sudan has been in conflict since independence in 1956. The first conflict in Sudan was initiated 
by a southern-based rebel group called Anya Nya, which fought for the independence of the 
South. This conflict ended in 1972 through the Addis Ababa agreement. In 1983 the second 
North -South war broke out when the Sudan People‟s Liberation Movement/Army (SPLM/A) 
initiated a rebellion. The conflict between SPLM/A and the government ended in 2005 when the 
parties signed the Comprehensive Peace Agreement (CPA) granting the South autonomy for six 
years (Brosché, 2008:4). Following this, a referendum for independence was held in January 
2011 which led to the south seceding, and the declaration of two separate countries, Sudan and 
South Sudan, on 9 July 2011.   
 
However, peace is not yet guaranteed. As South Sudan gains statehood, crucial issues such as 
border demarcation, sharing of debt, and oil revenues and the use of Sudan‟s pipeline remain 
unresolved. Fighting in South Kordofan, Blue Nile, and Abyei threatens the stability of the 
peace, and there is ongoing tensions and violence on both sides of the border (Insight on 
Conflict, 2012:1). 
 
A similar referendum was to be held in Abyei to decide whether it joined Sudan or South Sudan, 
but this was postponed due to complications. Abyei is an oil-rich region that falls along the 
border between Sudan and the South Sudan. Although it was a stronghold for rebel forces during 
the civil war, Sudan refused to define Abyei as part of the South during peace talks. Sudanese 
forces took control of the area in 2011. Since then military clashes have occurred along the 
border (McConnell, 2012:1). The failure to resolve these matters continues to exacerbate 
tensions between the two countries, as evidenced by South Sudan‟s shutdown of its oil 
production, recurring violence along the Sudan-South Sudan border and the presence of security 
forces from Sudan and South Sudan in Abyei. The fighting took place along the shared border 
around the oil town of Heglig, which South Sudanese troops captured in April 2012, but it was 
returned to Sudan ten days later.  The Heglig field is vital to Sudan‟s economy as it accounts for 
half the 115,000 barrels per day output that remained in its control when South Sudan seceded in 
July 2011. In turn, the landlocked South lost its output of 350,000 barrels of oil per day after 
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failing to agree on how much it should pay to export via Sudan‟s pipelines, a Red Sea port and 
other facilities (AlertNet, 2012, 2). 
 
Both Sudan and South Sudan are heavily dependent on oil revenues, and the division of oil 
wealth is still under discussion. Seventy five percent of the oil reserve is in South Sudan, but the 
entire infrastructure to export it (pipelines, refineries and Red Sea port) is in Sudan. Sudan has 
lost a lot of revenue from oil since the split in July 2011. In January 2012, the dispute over oil 
reached a crisis point. South Sudan shut down its oil production in protest after Sudan started to 
seize some southern crude to compensate for what it called unpaid transit fees. The shutdown 
affected the economies of the two countries and led to the collapse of their local currencies 
against the US dollar. The deterioration of the economy and the local currency in Sudan as well 
as the large expense for the conflict which is going on currently in South Kordofan, Blue Nile 
and Darfur is having a negative effect on socioeconomic development.   
 
After the United Nations threatened to impose sanctions on both Sudan and South Sudan they 
entered into negotiations in Addis Ababa. The negotiations, which are being mediated by the 
African Union, aim to draw up a safe demilitarized zone along the border. This could be seen as 
a prerequisite for progress in other areas such as Abyei (McConnell, 2012:1). On 27 September 
2012, Sudan and South Sudan signed an agreement in a deal that paves the way for South Sudan 
to resume sale of its oil using the Sudan pipelines. But the agreement did not address the status 
of the disputed areas along the border and the fate of Abyei, critical security issues that must be 
resolved if the two countries are to have lasting peace. These issues may be addressed in 
upcoming talks. Oil exports have yet to resume. The agreement between the two countries 
remains fragile and there is the possibility for conflict again.    
     
These recent developments have two main consequences for curative health services in North 
Darfur State. Firstly, the independence of South Sudan reduces the public revenue available to 
Sudan because it no longer has total control over the oil reserves in the region. Secondly, the 
government of Sudan continues to divert effort and resources into dealing with internal conflict 
and disputes along its borders. This continuing insecurity, which is furthering the deterioration of 
the economy, will affect overall government revenue. In these circumstances, it is probable that 
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public revenue for health in Sudan, and for health services in North Darfur State, could decline. 
If so, North Darfur State could come to depend even more on the efforts of international agencies 




















Interview Questions for Health Administrators and Professionals in the 
Federal Ministry of Health, Khartoum 
 
a) Basic information 
1. Sex: Male ………Female ……….. 
2. What is your position in this institution? ……………….. 
3. How long you have been working here: ……….Year ……….. Months? 
4. Do you receive any training course in health system management and policy implementation 
during your work in this position? Yes …….. No…….. If yes, please specify…………… 
b) Financial resources 
5. Did the government provide enough budgets for ministry of health? 
6. Do you think that the available budget is enough to finance curative health expenditure in the 
states? If no, specify the consequence of this deficit in curative health service delivery? 
7. Is there any external financial support to the Federal Ministry of Health? If yes, specify how. 
8. Are there any strict mechanisms for tracking financial management to support state minist ries 
of health to deliver quality curative health services to their population? If so, please specify. 
c) Human resources 
9. Do you have enough, and well- trained, administration health staff to manage and evaluate 
national health policy (2007-2011)? If not, please specify your needs from qualified health 
administration staff to manage the policy effectively. 
10. What is your plan to train enough health administration staff to manage and control health 
system and national health policy and train the administration‟s health staff at state and 
district levels? 
11. Did you send the administration health staff to the state levels to explain the seven objectives 
of national health policy to the state and district health departments and the purpose of 
national health policy and how it is managed, implemented and evaluated? 
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12. Did you have the stability of health administrations health staff especially the experts? If No 
please specify the main problems facing you. 
d) Health system management and policy implementation at state levels  
13. How did you formulate National Health Policy, did all state and district representatives 
participate in health policy design? If yes please specify. 
14. What is the kind of co-ordination and relationship between the Federal Ministry of Health 
and the State Ministry of Health in managing and implementing the national health policy? 
15. How are you monitoring the national health policy implementation at the state and district 
level, did you send the teams to visit the states and districts or waiting the reports comes 
from the states levels? If yes, please specify the time duration. 
16. Is there any co-ordination and collaboration between the Federal Ministry of Health and 
other health partners, such as WHO and UNICEF, to develop national health policy 
monitoring and evaluation? If yes, please specify their efforts in this area. 
17. In your view, what are the difficulties and challenges that affect co-ordination and 
collaboration between federal, state and district levels to manage and implement health 
systems and policy effectively and to deliver quality curative health services to the people at 
districts levels? 
18. To what extent does the political instability in some states such as North Darfur State, 
affected by conflict since 2003, affect the management and implementation of health 
systems and policy? 
19. Is there anything more you would like to say about the corroboration and coordina tion 
between the Federal Ministry of Health, State Ministry of Health and district authorities in 








Interview Questions for Health Administrators and Professionals in North 
Darfur State 
 
a) Basic information 
1. Sex: Male ………Female ……….. 
2. What is your position in this institution? ……………….. 
3.  How long you have been working here: ……….Years ……….. Months? 
4. Do you receive any training courses in health system management and policy implementation 
during your work in this position? Yes …….. No…….. If yes, please specify. 
b) The role of curative health policy to control diseases. 
5. What are the common diseases in North Darfur State? 
6. Is the state able to manage the outbreaks of common diseases such as malaria and diarrhoea 
among vulnerable populations affected by the conflict? 
7. Technically, are the quantities and types of equipment appropriate for providing the quality of 
curative health services delivery necessary to control outbreaks of malaria and diarrhoea? If 
no, specify. 
8. What has actually been implemented in North Darfur State with regard to controlling the 
common diseases? 
9. What do you think are the limitations of current curative health policy to meet the needs of 
health services in the state and to control common diseases? 
c) Financial resources 
10. Do you think that the available budget is enough to finance the curative health expenditure in 
the state? If no, specify the consequence of this deficit in curative health service delivery. 
11. Is there any financial support from state government to the Ministry of Health? If yes, specify 
how. 
12. Are there any strict mechanisms for tracking financial management and is there strong 





d) Human resources 
13. Do you have enough and well-trained health staff in North Darfur State to meet the current 
curative health policy? If not, please specify your needs for better and  effective curative 
health service. 
14. What is the policy to improve the work environment for human resources in the government 
sector? 
e) Curative health policy management and implementation situation in the state  
15. Did you know national health policy objectives? Yes ……… No ……if yes, please identify 
the challenges that affect the achievement of national health objectives. 
16.  How does the state manage and organize the current curative health service system? 
17. What is the kind of co-ordination and relationship between the Federal Ministry of Health 
and the State Ministry of Health in managing and implementing the curative system? 
18. Does the Federal Ministry of Health monitor and evaluate the processes of curative health 
policy management and implementation? If yes, please specify. 
19.  Is there any co-ordination and collaboration between the State Ministry of Health and NGOs 
in managing and implementing curative health policy and systems? If yes, please explain 
based on the following: 
a)    The distribution of NGOs in North Darfur State. 
b)    The nature of the collaboration and co-ordination. 
c)    The duration and contract period. 
d)   The effectiveness of this collaboration for improving the curative health service system. 
20. In your view, what are the difficulties and challenges that affect co-ordination and 
collaboration with NGOs to deliver curative health services? 
21. To what extent does the current conflict affect managing and implementing curative health 
service system and policy in North Darfur State? 
22. Is there anything more you would like to say about the corroboration and co-ordination 
between the Federal Ministry of Health, State Ministry of Health, and NGOs in managing 




Interview Questions for Health Administrators and Professionals at District 
levels in North Darfur Sate 
 
1. Sex: Male ………Female ……….. 
2. What is your position in this institution? ……………….. 
3.  For how long you have been working here: ……….Years ……….. Months? 
4.  What is the effect/impact of conflict on the health of the local community in terms of: 
a) The overall trends in morbidity from outbreak of common diseases such as malaria and 
diarrhoea? 
b) The level of access to health services, especially from common diseases such as malaria and 
diarrhoea, and emergency health services? 
c) The kind of health services that is available for internally displaced persons and other 
vulnerable groups? 
5.  Do curative health services facilities cover all areas of the province and district? 
6.  Do existing curative health services facilities have enough equipment and drug supplies? If no 
please specify the major gaps. 
7.   Do you have sufficient human resources? 
8.   Are human resources supported by good training and adequate salaries in district areas? 
9.  Did you know national health policy objectives? Yes ……… No ………… if yes, please 
identify the challenges that affect the achievement of national health objectives. 
10. Do you receive any training in health system management and policy implementation during 
your work in this position? Yes …….. No…….. If yes, please specify. 
11. Is the province and district authority participating in designing the curative national health 
policy? Yes ………… No ………. If yes, please explain how. 
12. What is the co-ordination between the province, district and NGOs working in the province 
and district levels in managing and implementing curative health systems and policy? 
13. Explore issues regarding co-ordination with the NGO sector and existing intersectoral and 
communication structures in managing and implementing curative health policy in terms of: 
a)   Providing materials and equipment for health facilities. 
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b)   Support for health facilities by staff and finance. 
14. How does the State Ministry of Health supervise the curative health services facilities at 
district levels? 
15. What are the main challenges in providing a sufficient quality of curative health services at 
district levels in terms of: 
a)    Availability of equipment, materials, clinical standards, staff. 
b)    Existence of clinical supervision by a state level supervisor. 
c)    Frequency of supervision visits. 
16. In general, to what extent does the conflict affect the managing and implementing of the 
curative health policy and health system in the province and at district level? 
17. Is there anything more you would like to say about the co-ordination between district, 



















Interview Questions for NGO Officials Working in Curative Health Services 
in North Darfur State 
 
1. Sex: Male ………Female ……….. 
2. Name of the organization………………………………………………… 
3. What is your position in this organization? ……………….. 
4. Date of starting work in the curative health field in the state? ……………. 
5. What is the mission of your organization? Give a brief historical account. 
6. What concrete activities do you undertake in curative health services provision? Describe your 
projects. 
7. How do you participate in curative health policy implementation in terms of, e.g., hospitals, 
health personnel, expenditure and other health facilities? Describe processes and institutional 
dynamics. 
8. Does the organization participate in the health services according to its own policy or does it 
take into account the government‟s curative health policy and objectives? 
9. How does your organization collaborate with the State Ministry of Health in managing and 
implementing the curative health policy in terms of: 
a)  What government agencies or programmes/projects do you co-ordinate? 
b) What is the nature of the relationship and co-ordination between your organization and North 
Darfur State? (Contracting, type of grants, etc…). 
c)  How long have you had this collaboration? 
d)  What is the outcome of this collaboration? 
10. How does your organization find co-ordination and collaboration with the State Ministry of 
Health in achieving curative health policy goals? 
11. What are the challenges in co-ordination and collaboration with the Ministry of Health? 
12. What would be the best way for collaborating with Ministry of Health? 
13. In aspects of co-ordination and collaboration in implementing and managing curative health 




14. According to your organization, what are the main shortcomings regarding the implementing 
of the current curative health policy in North Darfur State? 
15. Is there anything more you would like to say about the co-ordination with the State Ministry 
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